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No symposium on hypertension would be com- 
plete without a discussion of the cerebral vascular 
accidents which are such distressing complications 
of this malady. When a diagnosis of hypertension 
is made, that alone is enough to produce anxiety 
and fear of a “stroke” in the minds of both the 
patient and his relatives. We particularly wish 
to relate our experiences with stellate ganglion 
block in attacking some of the problems arising 
with hemiplegia. 

The use of procaine block of sympathetic 
ganglia to allow predominance of vasodilator con- 
trol has become a well established procedure in 
the management of acute occlusions of the periph- 
eral vascular tree. The cerebral vessels also are 
under both parasympathetic and sympathetic 
control, but, as would be expected, the reactivity 
of this nervous control of cerebral blood flow is 
not clinically significant since the blood supply of 
the brain must remain remarkably constant as 
a protective mechanism. Furthermore, studies 
made on the vascular physiology of the brain and 
particularly the neurogenic mechanism of control 
by physiologists have tended to show that the 
vasomotor mechanisms as regards the cerebral 
vessels are unimportant. On the other hand, 
clinicians have witnessed many incidents of fleet- 
ing and quickly reversible neurologic phenomena 
which could only be explained by cerebral vas- 
cular spasm. 

The stellate ganglion carries the sympathetic 
outflow fibers to the brain, upper extremity, 
thoracic viscera and a portion of the viscera of 
the upper part of the abdomen.’ Blocking this 
ganglion to overcome residual spasm of cerebral 
vessels and to salvage anoxic and edematous tissue 
surrounding the zone of injury would seem to be 
a logical procedure. Leriche and Fontaine’ in 
1936 and Mackey and Scott* in 1938 reported 
the usefulness of stellate ganglion block in the 
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management of apoplexy. Further elucidation by 
American authors has been accomplished.**** 

We use a modified anterior approach which in 
our hands has produced uniformly good results. 
It must be borne in mind, however, that any 
technic carries with it certain dangers. Since 
injection of procaine into the spinal canal or 
intravenously, pneumothorax or trauma to the 
cord may occur, this procedure should not be 
done by untrained personnel. The patient is 
placed in the supine position with the head turned 
to the opposite side from which the block is to 
be done. A midclavicular point is identified, and 
the tubercle of Chassaignac is palpated. The skin 
is prepared with ether, alcohol and merthiolate, 
and the area is draped. A small skin wheal is 
made with 1 per cent procaine 1 cm. above the 
midclavicular point and a 20 gauge spinal needle 
is directed towards the sixth transverse process 
previously identified by the tubercle of Chas- 
saignac. When bony contact is made at a depth 
of 3 to 4 cm., the needle is slightly withdrawn 
and redirected downward and inward to make 
bony contact again at a 2 to 3 cm. deeper level 
with the transverse process of the seventh cervical 
vertebra. The stellate ganglion’is usually situated 
between this transverse process and the neck of 
the first rib. 

At this point a 10 cc. syringe filled with 1 per 
cent procaine is attached to the needle, and a test 
is made for blood, spinal fluid or air. A drop of 
procaine placed on the hub of the needle will 
be aspirated when the patient inhales, if the tip 
of the needle is intrapleural. Having reassured 
ourselves that the needle is in a safe location, 
the transverse process is followed inwards by 
“walking” the needle point towards the body of 
the vertebra. This is done with the syringe at- 
tached so that if the ganglion is inadvertently 
stimulated by the needle point so as to produce 
reflex spasm of the coronary arteries and anginal 
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pain, a few drops of procaine can be quickly 
injected. When the body of the vertebra is 
reached and a final test for air, blood and spinal 
fluid made, 10 to 15 cc. of 1 per cent procaine 
is slowly injected. The objective signs of a 
successful block appear within a few minutes and 
include Horner’s syndrome of ptosis of the lid, 
miosis, dryness and increase in temperature of 
the face and upper extremity of the injected side, 
and increased vascularity of the conjunctiva. 

We believe that a clinical classification of 
cerebral vascular accidents on an etiologic basis 
of hemorrhage, thrombosis, or embolism is es- 
sential since patients suffering from cerebral 
hemorrhage should not be subjected to stellate 
block, or at least it should not be done until a 
long period of observation has indicated that 
bleeding has ceased. Aring and Merritt" presented 
criteria for this differentiation which we have 
found useful. 

For purposes of illustrating the results to be 
expected, representative cases are briefly cited. 

Case 1.—Mrs. F. P., a 56 year old white woman, suf- 
fered a “stroke” in 1940 from which she made a slow 
recovery. When seen on Nov. 3, 1947 she walked with 
the typical hemiplegic gait and had no use of the right 
arm. Her main problem was to secure relief from_ the 
severe constant pain in the paralyzed arm. The loss of 
function was considered by her and her husband as the 
inevitable result of the cerebral vascular accident. The 
pain in the arm was so severe as to suggest a thalamic 
element. She was given a procaine block of the left 
stellate ganglion on two occasions, forty-eight hours 
apart, and much to her surprise was able to comb her 
hair and sew a little with the right extremity. She 
thought that the pain was not relieved, but her husband 
believed that there had been a great improvement since 
she slept well at night and did not complain of pain as 
before. 

Case 2.—Mr. F. C., a 63 year old white man, suffered 
a cerebral thrombosis in 1942 resulting in a left-sided hemi- 
plegia. He had made a good recovery in that he walked 
well with the use of a cane and could use the left arm, 
but fine movement of the fingers was lost. He also had 
begun to suffer severe pain in the left arm, for which 
he sought relief. He was given a right stellate block on 
two occasions with improvement in function and freedom 
from pain. When last examined two months afterwards 
he stated that he no longer used a cane for walking and 
was now able to count his money, and shuffle and play 
cards; he had had no pain in the arm. 

Case 3.—Mr. W. T., a 65 year old white man, was 
seen in November 1946, three months after a cerebral 
thrombosis which had resulted in a right-sided hemi- 
plegia. His injury was rather extensive in that he showed 
a weakness of the right side of the face, a paralysis of the 
right half of the tongue, fair use of the right leg so that 
he could walk with a cane, but a useless spastic right 
arm. There had developed serve constant pain in the 
right arm which prevented sleeping except under the 
influence of sedatives. The right arm was edematous; 
the skin was shiny and cold, and any passive motion 
of the fingers or wrist was extremely painful. A left 
stellate block was performed on Nov. 18, 1946 and again 
on November 21. Six days later he was seen in the 
office. The swelling was gone from the arm, there was 
ability to flex slightly and extend the fingers. and he 
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had been able to discontinue all remedies for pain. A 
check six months later revealed the same findings as 
before, and the improvement had been maintained. 

These 3 cases represent the results of treat- 
ment of residuals of hemiplegia resulting from 
cerebral thrombosis and cerebral hemorrhage 
which were of seven years, five years and three 
months duration respectively. Spontaneous re- 
covery in these cases had ranged from poor to 
good as regards function. We used stellate block 
in each case in an effort to secure relief from the 
causalgic-like pain of which these patients com- 
plained. In 1 case the pain was so severe as 
to suggest a thalamic component. In each case 
relief from pain was gratifying. The functional 
return was in each case moderate, and the 
amount of improvement varied inversely with the 
degree of impairment. The patient showing the 
least impairment made the best recovery, and the 
patients with the most functional loss secured 
the least improvement of motor function. 

Case 4—Mr. A. K., a 62 year old white man, was 
admitted to the Orange Memorial Hospital twenty-six 
hours after a cerebral vascular accident. He was im- 
mediately placed in an oxygen tent because of respira- 
tory difficulty. The onset had been gradual with pro- 
gressive loss of use of the right arm and right leg, and 
finally respiratory depression. Examination revealed an 
apathetic but conscious man who was unable to speak 
or swallow, and a flaccid paralysis of the right arm and 
leg. 

A left stellate block was done immediately. A typical 
Horner’s syndrome developed, and the patient made an 
effort to speak and to move the right arm and leg. He 
could at this time swallow and demanded a drink of water, 
which he drank with relish. The improvement only 
lasted thirty minutes, and he had to be returned to the 
oxygen tent. The following morning the block was re- 
peated, and the improvement lasted forty-five minutes. 
The following day he was out of the tent and appeared 
stronger, but no sustained improvement had occurred. 
The patient, however, was the most enthusiastic member 
of the party. Each time we would visit him, he would 
motion with the good hand to the site of injection indi- 
cating his desire for a block. Following each block he 
would demand a drink. During the next sixteen days 
block was carried out at frequent intervals without per- 
manent good results. It was then decided to block the con- 
tralateral ganglion. Following this procedure the im- 
provement was permanent, and he was able to take 
nourishment with ease. At no time was the return of 
speech satisfactory, and some dysarthria always re- 
mained. Examination one year later revealed that he 
was able to get about, to care for himself and to cat 
normally, but still had impairment of speech. 

This is an example of the results of early 
treatment in a case of cerebral thrombosis. This 
patient was in a critical condition upon admission 
to the hospital and made a rapid recovery, re- 
gaining the ability to swallow, some return in 
speech and rapid use of the leg and arm. At the 
end of twenty-four days’ hospitalization he re- 
turned home with maximum recovery. Possibly 
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taneous, but we believe that months would have 
been required for this to occur. This case also 
illustrates the value of bilateral stellate ganglion 
block in cases in which the improvement is not 
maintained. 


Case 5—J. W., a Negro man, was admitted to the 
Orange Memorial Hospital on March 12, 1947 in a semi- 
comatose condition, and no history could be obtained. 
Examination revealed an elderly Negro lying quietly in bed; 
the right side of the face was paralyzed, the tongue 
deviated to the right, and the right arm and leg exhibited 
spastic paralysis. Swallowing was difficult, sips of 
water being taken with effort. 

The left stellate ganglion was blocked, and there was 
immediate improvement in the patient’s condition. He 
was alert, could swallow easily and speak his name. 
He made no effort to move the right extremities until 
encouraged, and then it was noticed that he could flex 
and extend the fingers some and move the right leg 
slightly. After this block was done, further history was 
secured, and it was learned that this patient had suffered 
his first vascular accident one year previously, which 
had resulted in his being paralyzed on the right side and 
unable to speak or care for himself without assistance. 
The recent episode occurred the morning of admission. 
Two other blocks were done, forty-eight hours apart, and 
maximum improvement seemed to be secured. Six days 
later he was discharged, at which time he was able to 
be about with aid, swallow normally, use the right arm 
and leg to some extent and speak well enough to make 
his wants understood. When seen one year later he 
was walking with the aid of a cane and caring for his daily 
needs, which he could not do before the second episode 
of cerebral thrombosis. 


This case is an example of the results secured 
in a patient who had the residuals of an old 
cerebral injury as well as a recent second episode. 
His status was considered by him and by his 
family as being much improved over what it was 
before the second thrombosis. 

Case 6.—Mrs. C. H. F., a 79 year old white woman, 
was admitted to the hospital on Jan. 11, 1947. She was 
known to have had diabetes and hypertension for at 
least ten years. The day preceding admission, she sud- 
denly lost the ability to speak, swallow and move the 
right arm and leg. When seen, she was semicomatose, 
aphasic, and the right arm and leg were involved with 
flaccid paralysis. There were loud rhonchi throughout 
the lung fields. It was thought that she had had a cerebral 
hemorrhage. Her condition deteriorated during the next 
three days. A stellate ganglion block was done with 
prompt return of consciousness and ability to say a few 
words, and move the right arm and leg. The improve- 
ment was temporary, and she quickly lapsed into coma 
and died the following day. 

This case is an example of temporary im- 
provement in a seriously ill patient with cerebral 
hemorrhage. The progress of this patient was 
progressively downhill, and a fatal outcome was 
expected. The temporary return of consciousness 
and improvement suggests that there is an area 
of brain tissue which is anoxic and edematous 
surrounding the zone of injury which rapidly 
responds to increase in blood supply secured by 
cerebral vascular dilatation. 


BUTT AND MATHERS: HEMIPLEGIA 287 


DISCUSSION 

These observations verify the findings of 
Risteen and Volpitto’’ and Gilbert and de 
Takats." Karnosh and Gardner’ concluded that 
this method of treatment yields only questionable 
functional improvement but that it does create 
a definite alteration in mood so that a sense of 
well-being amounting to almost euphoria results. 
This change in emotional level from one of de- 
pression to one of elation was believed to account 
for the seemingly improved motor ability. It is 
difficult for us to accept this view, and case 4 
alone is adequate proof of the functional improve- 
ment. 

CONCLUSIONS 

From our experience we would recommend 
immediate and repeated stellate blocks in cases 
of recent cerebral thrombosis. This method 
materially shortens the period of recovery and 
also yields maximum return of motor function. 
In cases of old hemiplegia from either hemorrhage 
or thrombosis relief of pain can be secured and 
some functional improvement. The greater the 
recovery that has ensued spontaneously the better 
the results from the block. If no sustained 
result is secured, a block of the contralateral 
ganglion should be done. The explanation for 
this seemingly anatomic paradox is not clear. 
Use of this procedure in cases of recent cerebral 
hemorrhage must be done with caution. 

We do not wish to leave the impression that 
the other necessary therapeutic measures in these 
cases are unnecessary when stellate blocks are 
done. We also recognize the difficulty in pre- 
senting evidence that a procedure is worth 
while when the findings are based on clin- 
ical observations, but certainly there is no 
reason to abandon the hemiplegic patient to his 
fate of stumbling, painful and _functionless 
existence. 
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DISCUSSIONS ON SYMPOSIUM 


Dr. Kart B. Hanson, Jacksonville: In my opinion 
patients with essential hypertension should be observed 
from the medical viewpoint for a period of several months 
before surgery is considered. This course fits in with the 
present trend to be increasingly strict in the selection of 
patients for sympathectomy. It is the belief of Dr. 
Richard Lyons, professor of medicine at the University 
of Syracuse, formerly at the University of Michigan, that 
physicians should have a healthy skepticism about surgery 
for hypertension. It is my opinion and his that in 
those cases in which progressive hypertension of ihe 
essential type is present, surgery should be considered. 
The patients should be talked to at length in an effort 
to help them with their emotional conflicts and problems, 
and if these problems appear to be of great importance, 
it might be wise to seek psychiatric help. 

I have had very satisfactory results with the use of 
potassium thiocyanate. The results seem to be com- 
parable to those recorded for surgery or other therapy. 
My tendency has been to use this preparation for pa- 
tients with symptoms resulting from the hypertension. 
It is most important when using this drug that the patient 
be carefully followed at not more than monthly intervals, 
and the blood level should be watched and kept between 
7 and 11 mg. per hundred cubic centimeters. If the 
blood level is allowed to get up to 40 mg., death may be 
expected. Levels around 15 to 25 mg. often lead to 
severe toxic symptoms. I have used rutin for some time. 
Hypertensive patients having elevated petechial indexes 
by the Gothlin technic should receive this drug before 
thiocyanate is given, or, if the index becomes elevated 
during treatment with thiocyanate, it should be dis- 
continued and rutin given until the petechial index becomes 
normal. When rutin is used, the tendency to cerebral 
hemorrhage is reduced by 80 per cent. The tendency to 
cerebral hemorrhage occurs in about 10 per cent of those 
having an elevated petechial index. 

I have had some experience with the use of the low 
sodium: diets. The low sodium content of these diets is, 
I think, the important factor. I have used a low sodium 
diet as prepared by the Newberg group at the University 
of Michigan and have had some gratifying results. It is 
rather difficult to get patients to adhere to these routines 
for a long period of time. Two patients have had 
dramatic benefits from the rice-fruit diet. 

Dr. W. Tracy HaverrieLp, Miami: I have enjoyed the 
presentation of these papers and am particularly delighted 
with the excellent photographs of the retina presented 
by Dr. Richardson. The new classification of retinal 
changes serves as a yardstick for the evaluation of changes 
in the fundus. Upon listening to these papers one cannot 
help being impressed with the fact that essential hyper- 
tension is a disease of civilization and accompanies the 
development of the frontal lobe in the phylogenetic scale. 
It therefore leads one to conclude that there is a large 
neurogenic element in essential hypertension. 

_ Several years ago when an author offered the sugges- 
tion that gastric ulcer is largely caused by psycho- 
genic factors, this statement was received with much 
skepticism. Later, this view gained in favor and has 
become more and more accepted. Essential hypertension 
also has a psychogenic factor. May I cite some ex- 
periences with prefrontal lobotomy? Many of the 
patients who previously had essential hypertension were 
relieved by this operation. My experiences, however, 
suggest that the improvement may not be permanent. 
Recently Dr. Gardner of Cleveland in some unpublished 
experiments showed that section of the hypophyseal stalk 
resulted in a lowering of the high blood pressure. Also 
recently Dr. Anderson of Miami observed considerable 
fluctuation in the blood pressure of a patient in a manic- 
depressive state. When the patient was in a depressed 
state, the blood pressure was normal. While in a manic 
phase, the blood pressure was as high as 250. With the 


administration of electric shock therapy and the relief 
of the manic phase the blood pressure returned to normal. 
Dr. Percival Bailey of Illinois Research Institute presented 
some experiments which suggest that the cortical rep- 
resentation of the sympathetic nervous system is located 
on the orbital surface of the frontal lobe. Stimu- 
lation of this area has at times resulted in overactivity of 
the sympathetic system and at other times in cessation 
of its activity. This variation has materially confused 
this problem. 

I enjoyed Dr. Mathers’ paper very much. It is 
difficult to explain the mechanism when improvement 
is obtained by stellate ganglion block in patients with 
long-standing vascular accidents. Improvement may 
be on a psychogenic basis. I think we can expect the 
greatest benefit with stellate ganglion block in cases in 
which neurologic manifestations are due to spasm of 
blood vessels. I would further expect more relief of 
pain from injections on the ipsilateral side where the 
pain occurs rather than on the contralateral side. I 
would offer for your consideration the thought that sym- 
pathectomy for hypertension gains its benefit in a quan- 
titative removal of the sympathetic nervous system rather 
than in the exact portion removed. The three most widely 
accepted operations for hypertension have given com- 
parable results. I therefore leave with you the thought 
that we must look to the brain for the ultimate answer 
to this problem of essential hypertension. 

Dr. Georce D. Litty, Miami: I agree with the ideas 
expressed here, that the hypertensive patient should be 
seen first by the diagnostician and should be given the 
benefit of a period of medical treatment. I want to 
make a plea, however, for earlier surgical consideration. 
When a definite diagnosis of essential hypertension is 
made and when the blood pressure remains elevated or be- 
comes progressively more elevated over a period of one 
year, I think that surgery should be considered. If the sur- 
geon has an opportunity to see the patient before too 
much arteriolar sclerosis develops, I am sure the results 
from surgical treatment will be much better. 

In selecting patients, I believe that the physiologic 
rather than the chronologic age should be a deciding 
factor. We have all examined persons who are chrono- 
logically 60 years old, but who compare physiologically 
with the average person of 40. 

Preoperative tests to aid in prognosis as to surgical 
results have been most disappointing to me. Some of my 
patients who have responded most favorably to sedation 
tests, cold pressor tests and tetra ethyl ammonium 
chloride have been the greatest disappointments, and some 
of those whose tests indicated the poorest prognosis have 
had excellent response to sympathectomy. 

It is, of course, important to evaluate kidney function 
and to reject those cases with poor renal function or 
obvious nephritis. When ischemia of the kidney is 
encountered unilaterally, I believe that it is important 
to carry out sympathectomy and nephrectomy simul- 
taneously because in so many of these cases nephrectomy 
alone does not give the desired response. If the sym- 
pathectomy is done at the same time as the nephrectomy, 
little additional time is consumed, and the patient then 
will be half finished with the sympathectomy if he has 
to go through with it later. 

One should, of course, undertake sympathectomy tor 
hypertension with the full realization of its hazards and 
its unpredictable results. The mortality is not important 
and should not exceed 2 per cent, even in these poor risk 
patients. One of the most troublesome complications of 
sympathectomy is intercostal neuralgia; it occurs fre- 
quently and is most annoying to the patient. In most 
instances this condition clears up slowly over a period 
of months, and by careful avoidance of trauma to the 
intercostal nerves it can be minimized. Postural hyper- 
tension and “blackouts” are passing annoyances which arte, 
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actually, good omens. I have had 2 cases in which 
peptic ulcer developed after splanchnicectomy, and have 
attributed this sequela to a vagus preponderance resulting 
from the surgery. It is possible that we may have to 
resort to vagotomy at a later stage in such cases. Three 
of the 26 men whom I have operated upon had im- 
potence which lasted more than three months, and in all 
this condition cleared up within one year. 

I still believe a fair summary of results to be expected 
from sympathectomy in hypertension is as follows: one 
fourth of the patients will be restored to relative nor- 
malcy; one fourth will be materially benefited; one fourth 
will have slight symptomatic improvement, and one fourth 
will receive no benefit from the procedure. 

Dr. JosepH W. Taytor, Tampa: Dr. Richardson has 
so thoroughly covered the field that there is little if 
anything left to be said. In my opinion the importance 
of the examination of the fundus of the eye in cases 
of hypertension is overemphasized. Only recently 2 cases 
came under my observation, in each of which the patient 
had a blood pressure of 260 systolic and 120 diastolic. 
In one case the fundus showed no evidence of patho- 
logic change, while in the other case there were retinal 
hemorrhages in the macular region of one eye with almost 
complete loss of vision and the other eye was normal 
from an ophthalmoscopic viewpoint. Statistics given by 
various authors as to the occurrence of retinal sclerosis 
in general and arteriosclerosis vary. Bud and Moeller 
estimated 4 per cent and Wagener 80 per cent. Bridgett 
in reviewing 200 necropsies found that sclerosis of the 
retinal arteries was present in only 18 per cent of the 
cases in which gross changes in the aorta and the coronary 
and cerebral arteries were present. 

It might be added that while retinal sclerosis can give 
no safe indication of the degree of sclerosis elsewhere, its 
occurrence in the eye almost certainly indicates its 
presence elsewhere. 

Inasmuch as high blood pressure and other heart 
conditions are in the lead so far as the cause of death, 
this is a timely subject and I think more time and effort 
should be spent in studying its cause and treatment. 

Again I wish to compliment Dr. Richardson for pre- 
senting a most excellent paper. 

Dr. Etwyn Evans, Orlando: All papers on_ this 
most interesting symposium have been well presented. To 
those of us who remember the days when we could do 
practically nothing for the patient with hypertension, 
results of newer methods of treatment are stimulating. 
Some say that patients should not be treated unless they 
are having symptoms. I can see no logic in waiting 
for symptoms of cardiac or renal failure or signs of 
cerebral vascular disease before starting treatment. After 
studying in detail over 200 patients with hypertension 
operated upon by Dr: Reginald Smithwick, I became 
enthusiastic about sympathectomy. This, however, was 
before I knew anything about the rice and low sodium 
diets. With our present knowledge of hypertension the 
patient should be given reasonable trial on medical 
management before being subjected to surgery. 

Dr. JAMEs G. Lyerty, Jacksonville: I enjoyed these 
discussions very much. I believe Dr. Haverfield covered 
everything from the neurosurgical standpoint. There 
are some points to bring out in reference to the cerebral 
vascular spasm. Vasospastic conditions occur in the brain 
which might be relieved by stellate ganglion block. Sev- 
eral cases came to my mind that I have had in the past 
two or three years. In one of them the patient had 
repeated attacks of hemiplegia lasting a few minutes and 
then clearing up. These attacks would occur frequently, 
and he was watched to decide what was to be done. I 
had planned on doing a sympathectomy. I thought he 
had a permanent paralysis. He was hospitalized and 
I did the stellate block, later removing the stellate 
ganglion. Shortly afterward Dr. Merritt asked me to see 
a patient who for a couple of years had had repeated 
attacks of hemiplegia, occurring frequently, one or two a 
week. It was evident in our minds that this patient 
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would have permanent hemiplegia with one of these 
attacks. In order to relieve them I did sympathetic 
ganglionectomy on the side opposite to that on which 
the temporary paralysis occurred. This operation was 
done two years ago. The patient has not had another 
attack and is getting along well according to the last 
report. 

There are cases in which there is definite spasm which 
could be relieved by stellate block. 

In regard to essential hypertension, I have done all the 
types of operations described. Dr. Williams gave an 
excellent description of the operation. At present, the 
type of operation resembles that of Poppen in which a 
large chain of sympathetic ganglia is removed. The proce- 
dure that removes the most sympathetic nerves and 
ganglia is the one that gives the best results. 

I think the diagnosis and preoperative studies should 
be placed in the hands of the internists. I want to know 
what changes have taken place in the patient, especially 
the changes that have taken place in the heart. I want 
to know what changes have taken place in the kidneys and 
the kidney function; the concentration test probably is 
the most important here. The other tests make little 
difference. The operation may be performed on patients 
of different ages, especially under 50. A few of my 
patients have been over 50. One has to take into con- 
sideration the studies as made by the internist, as I 
have outlined. 

Dr. Joun T. Stace, Jacksonville: For those of us 
who are interested in anesthesia the problems of carrying 
the patient through a sympathectomy have advanced 
with the surgery. The anesthetist realizes that he is 
facing a specialized task is this type of patient. The 
contemplated surgery will remove a portion of the 
nervous system in a patient who is in a state of autonomic 
imbalance. With this in mind the anesthetist must as always 
adapt his methods to the surgeon and the technic used. 
The anesthetist and not the surgeon must accept the 
responsibility of keeping the patient in physiologic balance 
on the operating table, and both must combine their 
efforts postoperatively to carry the patient past the 
complications that may waylay him. 

It is interesting to follow the anesthetist’s viewpoint 
from my experience for the past three and one-half years. 
My first anesthesias on the hypertensive patient were a 
combination of high spinal, pentothal and nitrous oxide. 
Curare had not yet taken its proper place in anesthesia, 
and the surgeon was using an extrapleural approach and 
employing the electrocautery throughout the entire opera- 
tion. This combination offered a nonexplosive mixture, 
but obviously it also presented the problem of severe 
hypotension from the effect of the spinal anesthesia. 
Spinal anesthesia was dropned when curare appeared on 
the horizon, and it in combination with nitrous oxide and 
pentothal proved to be satisfactory. 

Now the surgeons are reaching as high as the stellate 
ganglion.’ This led to the transthoracic approach and 
again a shift in technic. Although I have used the com- 
bination of pentothal, nitrous oxide and curare for in- 
trathoracic work, I believe that endotracheal ether offers 
the safest anesthesia in an area that is notorious as a 
hotbed of reflexes. Electrocautery is used for hemostasis 
on entering the chest, and therefore pentothal, curare 
and endotracheal nitrous oxide are employed. As _ the 
cautery is discarded, the anesthetic is changed to endo- 
tracheal ether. 

During the course on the table the anesthetist must 
handle two separate situations. One is that of treating 
the patient with an open chest, and the second is 
that of a fluctuating blood pressure. A cuffed endo- 
tracheal tube will provide an air-tight connection. Atelec- 
tatic areas of lung can be re-expanded with helium. 
Aspiration will keep the bronchial tree clear. Re-expansion 
of the lung under positive pressure as the surgeon closes 
the wound will obliterate dead space in the chest cavity. 
Bronchoscopy on the table if necessary will help keep 
the bronchial tree clean. The question of the fluctua- 
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tions of blood pressure is answered by having a 15 to 16 
gauge needle or cannula in place before the operation 
starts. This provides a means of supplying the patient 
with intravenous analeptics. Neosynephrine in doses of 
2 drops is my choice at present. Blood may be given 
by this route if the hypotension does not respond to 
drugs. 

Postoperatively the intravenous fluids are kept going 
for a matter of hours to insure a source of stimulants, 
plasma or blood. A_ bedside roentgenogram of the 
chest is taken as soon as the patient is returned from the 
operating room. The surgeon, anesthetist and nurse 
must then combine their talents for the next forty-eight 
hours. The patient will require close attention as to his 
blood pressure, pulse and respiration. Oxygen therapy 
may be supplied if prolonged periods of hypotension 
occur. He must be moved and encouraged to cough to 
guard against atelectasis and thrombosis. He may re- 
quire thoracentesis to combat pneumothorax or hydro- 
thorax. The second stage proves to be more difficult than 
the first postoperatively for obvious reasons. 

In conclusion then, the problem of anesthesia on the 
sympathectomized patient has been briefly discussed. 
Close cooperation between the surgical, medical, anesthetic 
and nursing services will carry the patient through the 
sympathectomy. 

Dr. Ricwarpson, concluding: This has been a most 
illuminating symposium so far as I am concerned. I have 
learned a great deal from the other essayists. Dr. Taylor 
remarked about the fact that we may not expect arte- 
riolar changes in the fundus in some patients with hyper- 
tension. This is quite true, but I am of the opinion they 
add much to our information. 

Dr. STEWARD, concluding: I have enjoyed the papers 
by the other essayists and the discussions about them. 
This has been a helpful resume on a problem about 
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which we do not have all the answers. Perhaps some 
day we will have them. 

I thank Dr. Hanson for pinch-hitting for Dr. Harris. 
I learned only Saturday morning that Dr. Harris would 
be unable to be here. 

Dr. WIiLLIAMs, concluding: I personally have bene- 
fited a great deal from these discussions today. I will 
go away with quite a bit of knowledge I did not have 
when I came down here. First, I want to thank Dr. 
Stage for his presentation on anesthesia in sympathec- 
tomy. I am tremendously more confident when doing 
this operation with him or someone of his caliber at 
the head of the table. 

In essential hypertension one should try to differenti- 
ate between the mild cases and the early cases. In mild 
cases the patient should not be operated on; in early cases 
he should be. If the operation is done in time, the 
results will be excellent. In order to distinguish between 
a mild and an early case one must determine whether 
the disease is progressive. In mild cases the disease is 
more or less static. The more severe forms of hyperten- 
sion show a progressive worsening of symptoms, and this 
progressiveness is probably the most important factor in 
the selection of cases for surgical treatment. 

Dr. MartuHers, concluding: I wish to thank Dr. 
Haverfield and Dr. Lyerly for their remarks on stellate 
ganglion block. I doubt if one point was made clear, 
that is the pain complained of in the paralyzed arm. We 
have called this a causalgic-like pain because of the severe 
nature of the pain. I do not consider it a true causalgia, 
but due to the spasticity of the muscles of the part. The 
object of the stellate block is to relieve some of the 
rigidity, and when we do that we relieve some of the 
pain. On some patients a bilateral block works better 
than a unilateral block. 





spectively. 





This is the last of four papers of a symposium 
on “Hypertension” presented at the second Scien- 
tific Assembly at the St. Augustine Convention in 
April. Published in this issue also are the discus- 
sions of the entire symposium and the closing dis- 


cussions of the symposium speakers. 


The first three papers of the symposium were 


published in August, September and October re- 
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Progressive Spinal 


Muscular Atrophy 


I. InvING WEINTRAUB, M.D. 
GAINESVILLE 


A Rip Van Winkle who had gone to sleep 
more than a century ago would awake today to 
find no essential change in the knowledge of the 
medical profession concerning many of the mus- 
cular atrophies. True, during this span of years, 
these atrophies have been classified and grouped 
and have undergone experimentation, but in 1948 
the cause and the treatment still are unknown. 

It remains that opinions differ on nomencla- 
ture, on classification, on symptoms, on diagnosis, 
on incidence and on prognosis. While some in- 
vestigators attempt to proffer etiologic factors, 
others continue to admit to no known cause. 
Where some have found success with certain 
treatments, others have found failure. 

In the literature, the predominance of con- 
fusion is striking. One ruefully faces another of 
the anomalies which purport the myriad unknowns 
still in the hands of the medical scientists. 


HISTORY 

Progressive muscular atrophy was recognized 
centuries ago. Pictures and images of the mus- 
cular atrophies and dystrophies were carved in 
stone and wood during the fifteenth, sixteenth 
and seventeenth centuries.’ Although a general 
description of these diseases was given early in 
the nineteenth century by Bell and Rhomberg,’ 
the credit for segregation of a special type is given 
to Duchenne, who in 1849 somewhat loosely de- 
scribed a particular atrophy. His investigations 
were supplemented in the following year by Aran. 
Hence it is that progressive muscular atrophy is 
sometimes known as the Aran-Duchenne disease. 
Some thirty years after the initial work by 
Duchenne the muscular atrophies were separated 
by the supplementations of Cruveilhier, Luys, 
Charcot and others. During this investigative 
period, attention was directed to the implication 
of the anterior horn cells of the spinal cord.’ 


DEFINITION 
Progressive muscular atrophy is a chronic dis- 
ease and is characterized by the wasting of the 
muscles with paralysis due to the degeneration 


Read before the Staff of the Alachua County Hospital, 
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of the anterior horn cells. Some refer to it as 
chronic anterior poliomyelitis; others, as wasting 
atrophy. Although Aring and Cobb’ believed 
that amyotrophic lateral sclerosis and progressive 
muscular atrophy are one and the same disease. 
other authors”’” disagreed. It appears, however, 
that amyotrophic lateral sclerosis can become 
manifest following the onset of progressive mus- 
cular atrophy and so may be a later stage of the 
same Cisease. 
INCIDENCE 

This wasting palsy is a disease of adulthood, 
usually striking those in the 25 to 45 year age 
group.' Aring and Cobb* observed that the onset 
rarely occurs before the age of 20. It has been 
diagnosed in men more frequently than in women. 
Most notable is the fact that this atrophy appears 
to be nonhereditary; this point is useful in diag- 
nosis. Apparently there is no climatic or seasonal 
significance. 

ETIOLOGY 

Regardless of the speculations, there is no 
known cause of progressive muscular atrophy 
which has been acceptable to clinicians. Inves- 
tigaticns and experimentations practically come 
to a standstill when it becomes necessary to de- 
clare the cause. Because of the dissimilarity of 
cases, the physician finds that the cause which 
he attributes to a particular case cannot be 
ascribed to the succeeding case, nor is it applicable 
in a case under the care of another physician. It 
does not even seem to be apparent that there is 
a central factor running through all cases from 
which a conclusion as to etiology can be drawn. 

Aring and Cobb,* while admitting no known 
cause, were of the opinion that it may be an 
exogenous toxin. Richards' mentioned several 
causes, among them infectious diseases, especially 
typhoid, acute poliomyelitis, toxemias, exposure 
to cold and wet, overexertion, metallic poison- 
ing, especially lead, and great mental strain. 
Ostheimer, Wilson and Winkelman" sought to 
awaken the consciousness of the profession to the 
fact that the cause may be syphilis. They leaned 
heavily on the writings of Raymond, who in 1893 
established a relationship between syphilis and 
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progressive muscular atrophy, of Dana who in 
1905 suggested the probability of all spinal mus- 
cular atrophies being due to syphilis, and of Leri 
who around 1924 wrote “that progressive spinal 
amyotrophia is always or almost always due to 
syphilis.” Cecil* conceded that occasionally 
syphilis is the cause, and pointed out also that at 
times the disease follows an early attack of acute 
poliomyelitis. Charcot and others offered the 
same opinion, with which Steegmann’ agreed. 
Salmon and Riley’ found in the literature of 
chronic poliomyelitis references to 56 cases in 
which there was a past history of acute polio- 
myelitis. They added 3 cases to this number. 


PATHOLOGY 

Pathologically,” the muscles are wasted and 
look pink or even yellow; they are traversed by 
fatty streaks. Microscopically, the fibers look 
small and show no striations, but large normal 
fibers may be found among the atrophied ones. 
Fibrous tissue is increased. Deposits of granular 
debris may be seen between the fibers; this may 
be fatty, but no such deposits of fat as are seen 
in progressive muscular dystrophy are present. 

In the case diagnosed by Steegmann’ as 
chronic poliomyelitis, he found that the spinal 
cord showed shrinkage of the anterior horns at 
all levels, with chronic degenerative changes and 
loss of cells. This process was associated with 
pronounced gliosis of the anterior horns, ex- 
tending into the white matter, increased fibrosis 
and gliosis around the blood vessels, fibrosis and 
thickening of the leptomeninges and diffuse 
myelopathy due to swelling of the myelinated 
fibers of the spinal cord. He reported that these 
changes were not accompanied by mobile or fixed 
products of degeneration. 


SYMPTOMS 

The onset of the disease is gradual and in- 
sidious. The wasting of muscles is accompanied 
by fasciculations and loss of motor power, namely, 
flaccid paralysis, and qualitative electrical changes 
progressing to a reaction of degeneration, according 
to Wechsler,’ whose view of the disease is that of 
a neurologist. Progressive muscular atrophy does 
not involve the pyramidal tract." Usually the 
wasting and weakness begin in one hand. The 
interosseous spaces deepen, the thenar and hypoth- 
enar eminences waste, and a “claw hand” re- 
sults. The palm of the hand is flattened because 
of atrophy of the lumbricales, and there are hol- 
lows between the tendons of the long flexors of the 
fingers. The process gradually progresses up- 
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ward and involves the forearm, arm and shoulder. 
The limb then hangs limply, and there is wing- 
ing of the scapula.“ Fibrillary tremors are fre- 
quently noted in the muscles involved. 

It is possible that fifteen or twenty years may 
elapse before the patient becomes totally dis- 
abled.” The disease may remain stationary, show 
remissions or progressively involve other limbs or 
parts of limbs.* Ultimately the respiratory mus- 
cles become involved, and symptoms of bulbar 
paralysis make their appearance.” Although the 
reflexes of the atrophic muscles may be abolished, 
the reflexes at uninvolved levels of the cord re- 
main normal because the pyramidal tract is not 
implicated. No sensory changes occur.” 


DIAGNOSIS 

The line which separates the various atrophies 
and related diseases is so fine that diagnosis of 
progressive muscular atrophy is a particularly 
difficult process. Many of the atrophying dis- 
eases are confused with it and present obstacles 
to the correct diagnosis. The process of elimina- 
tion, the key to diagnosis, is a precarious one. 

Some of the diseases which may be confused 
with progressive muscular atrophy include: 

1.—Amyotrophic Lateral Sclerosis. This may 
be called an advanced stage of progressive mus- 
cular atrophy rather than an entity in itself. It 
progresses more rapidly than progressive mus- 
cular atrophy and always implicates the pryamidal 
tracts.” 

2.—Werdnig-Hoffman Paralysis. This heredi- 
tary infantile type of atrophy involves the trunk 
muscles, producing a scoliosis.” The atrophy is 
more or less symmetric and also involves the ex- 
tremities.* 


3.—Syringomyelia. Although marked by mus- 
cular atrophy, this disease is accompanied by 
pain, by loss of the sense of temperature in the 
atrophic segments and by sensory change.*” 

4.—Muscular Dystrophy. This conditon is 
classed as a hereditary disease, presenting no 
librillations and a degeneration long after the 
onset.’ Very often the dystrophies occur in chil- 
dren.’ 

5.—Syphilitic Endarteritis. While giving a 
picture of chronic poliomyelitis, this disease is 
limited to the anterior spinal arteries and anterior 
horns. It progresses more rapidly; there are apt 
to be other signs of neurosyphilis, especially pupil- 
lary changes, and the history and serologic re- 
actions often give positive evidence.* 

Progressive muscular atrophy must also be dif- 
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ferentiated from disuse, trauma, tabes dorsalis, 

neuritis, poliomyelitis, cervical hypertrophic 

pachymeningitis, cervical rib and cord tumor.’ 
TREATMENT 

Because of the intimate interdependence of 
etiology and treatment, one must unfortunately 
suffer the consequences of the other. In the case 
of progressive muscular atrophy no known etiol- 
ogy equals no known treatment. It is evident 
in the literature that some physicians have had 
success with certain therapy; others hopefully 
employing the same therapy have met only 
failure. 

Meller’ reported some success with the ad- 
ministration of vitamin E to 14 patients suffer- 
ing from varying types of progressive muscular 
atrophy. Three patients showed apparent recov- 
ery, 7 showed definite improvement, and 4 failed 
to respond. He stressed the need for large dosage 
over a long period of time and suggested the fol- 
lowing: 100 mg. daily of alpha-tocopherol intra- 
muscularly for six to eight weeks or 150 to 200 
mg. of the drug orally over a similar period of 
time. 

Woltman and Butt"’ failed to get good results 
with vitamin E in 8 cases of progressive muscular 
dystrophy and 6 cases of amyotrophic lateral 
sclerosis. They reported that they had found 
no conclusive evidence that vitamin E alone or 
in combination with vitamin By, and other vita- 
mins is of benefit in amyotropic lateral sclerosis, 
progressive muscular atrophy or progressive mus- 
cular dystrophy. 

Doyle and Merritt’ also reported failure 
with their use of vitamin therapy. In 12 cases 
of various types of muscular atrophy, including 
1 of progressive muscular atrophy, they were 
unable to produce improvement or to arrest the 
course of the disease. 

Schwab and Chapman found that neostig- 
mine increases fibrillations in progressive muscular 
atrophy. These authors did not, however, favor 
its use even in mild cases because of dyspnea and 
cyanosis. 

Treatment, according to Wechsler,’ is essen- 
tially symptomatic. He listed rest for the 
atrophic part and avoidance of exertion as help- 
ful, electrical treatment as doubtful and possibly 
harmful, massage as useless, vitamin therapy as 
unencouraging, and orthopedic appliances as 
possible. 
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REPORT OF CASE 

B. A. G., a 32 year old white farmer, first came to 
me in January 1948 complaining of paralysis of his right 
arm. There was no history of a birth injury. During the 
first year of life he suffered from thrush and cholera in- 
fantum. At the age of 2 he had severe pain in both legs, 
which were swollen and extremely tender to the touch. 
He was unable to walk. The diagnosis was “rheumatism,” 
and the duration is unknown. At age 8 he had “kidney 
trouble” with edema and mild anuria. In the following 
years he was a “sickly child” according to the family. 
Between the ages of 10 and 14, he suffered with measles, 
a fractured right collar bone, a discharging pilonidal sinus, 
malaria and mumps with resulting orchitis on the left side. 
At 18 he contracted whooping cough. There followed a 
period of several years when he was in comparatively good 
health with the exception of pain and swelling in his feet 
after he had plowed all day. 

Eleven years later at the age of 29 he again suf- 
fered with rheumatism with painful, swollen and tender 
joints. The pain traveled from one portion of the body 
to another and was accompanied by high fever. A diag- 
nosis of “rheumatic fever” was made. Upon his physician’s 
advice he had his teeth repaired, but refused to have a 
tonsillectomy. After the pain and swelling had disappeared, 
he complained of feeling tired and listless. 

Slightly more than a year later, in January 1946, he 
first noted weakness in his right hand when he was unable 
to grasp a hammer without it twisting about in his hand. 
Three months later he noticed that his right arm was be- 
coming smaller and that it became more difficult to feed 
himself. This weakness and atrophy were gradual in de- 
velopment and were explained by the patient’s wife as 
follows: “It worked so slowly that we had to think back 
to see what he could do a month ago in order to tell if 
he was getting worse.” In December 1946 he could still 
write his name. His right hand was not completely useless 
until March 1947. In June 1947 he noticed weakness in 
his left arm, and after a month, it too was useless for lift- 
ing. By the end of the following November he was unable 
to feed or bathe himself. In December his legs became 
weakened, and he required assistance in walking. It was 
impossible for him to climb stairs. There were no sensory 
complaints and no aphasia. The family history was non- 
contributory. 

On examination, the blood pressure was 140 systolic 
and 90 diastolic, temperature 98.6 F., pulse 84 and weight 
152 pounds. Sensory examination with different stimuli 
gave normal findings. Pronounced weakness and muscular 
atrophy of the upper extremities and some weakness in 
the muscles of the right leg were present. Examination of 
the reflexes showed the biceps and triceps jerks to be ab- 
sent on the right and sluggish on the left. Knee and Achilles 
jerks were hyperactive on both sides. The Babinsky re- 
flex and ankle clonus were negative. 

Urinalysis, chemically and miscroscopically, gave nega- 
tive results. The blood Kahn reaction was negative. 
Blood studies revealed hemoglobin, 14 Gm.; red blood 
cells, 5,350,000; white blood cells, 11,350; hematocrit 
reading, 50 cc. per hundred cubic centimeters of blood; 
and differential count normal. Spinal fluid examination 
revealed clear fluid with no cells, no increase in pressure 
and protein 56 mg. per hundred cubic centimeters; the 
Kahn reaction was negative. 

Symptomatic treatment was begun, and injections of 
vitamin B complex were given. 

The weakness slowly progressed, and on March 30 
the patient noticed that his voice was not as strong as 
formerly, especially when he was singing. Examination at 
this time indicated little change except that the knee and 
the Achilles jerks were now diminished on the right, but 
normal on the left. The entire musculature of both upper 
extremities was wasted; both arms and hands were 
flaccid; and winging of the left scapula was present (figs. 
1 and 2). Blood studies at this time showed hemoglobin, 
14.9 Gm.; red blood cells, 4,990,000; white blood cells, 
11,700; sedimentation rate, 3 mm. in one hour; differential 
count normal; segmented forms, 66 per cent; juveniles, 


> 


] per cent; stabs, 4 per cent; eosinophils, 2 per cent; 
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Fig. 1.—This photograph shows the atrophy of the 
shoulder and deltoid areas and the complete flaccidity of 
both arms and hands, which are supported by arm rests 
(March 1948). 





Fig. 2—This photograph shows the atrophy of both 
shoulder and deltoid areas and also winging of the left 
scapula (March 1948). 


monocytes, 6 per cent; lymphocytes, 21 per cent; non- 
protein nitrogen, 44.5 mg. per hundred cubic centimeters ; 
creatinine, 0.8 mg., and blood sugar, 58 mg. The blood 
Kahn reaction was negative. The blood sugar was 83 mg. 
when the test was repeated ten days later. 

On May 6, the patient showed definite paralysis 
of the muscles of respiration and was admitted to the 
hospital, where oxygen and coramine were given to no 
avail. He expired from paralysis of the respiratory muscles 
on May 9. 


COMMENT 

In reviewing the past history of this case, it is 
impossible to say that the patient at the age of 2 
did not have poliomyelitis, which was diagnosed 
as rheumatism. The family stated that the legs 
were swollen and extremely tender to the touch 
and that the child was unable to walk. In view 
of this illness, one cannot say that this case does 
not then fall into a category with chronic polio- 
myelitis. It seems, however, that a logical dis- 
cussion of the case would place it as progressive 
spinal muscular atrophy since there was no sensory 
involvement and no involvement of the pyramidal 
tract was present. The difference apparently be- 
tween chronic poliomyelitis and progressive spinal 
muscular atrophy is that of a past history of 
acute poliomyelitis. 

The patient was treated symptomatically and 
also specifically with injections of vitamin B com- 
plex. Following these injections there were no 
noticeable objective changes, but the subjective 
changes were great. For this reason this medica- 
tion was continued until the patient was ad- 
mitted to the hospital with respiratory failure. 

SUMMARY 

A review of the subject of progressive spinal 
muscular atrophy with a discussion of differential 
diagnosis is presented. Stress is placed on the 
continued enigma shrouding the various atro- 
phies, most of which are without known etiology 
and treatment. 

A case of progressive spinal muscular atrophy 
which terminated fatally because of bulbar paral- 
ysis is reported. 
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Points on lmmunization Procedures 


and Quarantine 


Joun A. Toomey, M.D. 
CLEVELAND 


I have been asked to consider the latest 
developments in communicable diseases and, in 
addition, to make some special reference to 
quarantine. It behooves me to start with the 
simplest of all immunization procedures on the 
list—vaccination. 


IMMUNIZATION PROCEDURES 

The epidemic of postvaccinal encephalitis 
which appeared in Holland, Denmark, England 
and elsewhere caused wide apprehension as re- 
gards the long-tried procedure of vaccination 
against smallpox. In England, it gave rise to an 
order in Council, discontinuing the use of the 
multiple puncture and instead recommending the 
single puncture method. In the United States, 
there have been approximately 82 deaths caused 
by this condition. Probably the last, or eighty- 
second such death in this country, was one that 
occurred on my own service. Millions have been 
vaccinated, and the Public Health Service does 
not see fit to change its recommendation from the 
multiple to the single acupuncture method. When 
one considers that millions of people are vaccinat- 
ed, 82 is a minute proportion to get complica- 
tions. 

The postvaccinal encephalitis could not have 
been due to the vaccine virus because vaccine 
made in Spain did not create the condition 
there, but did cause encephalitis elsewhere. Some 
have thought that something in the individual 
which happens to be present in the populace is 
lit up at the time of vaccination. The idea that 
another virus is activated rested upon the herpes 
experiments of Levaditi, Lepine and Schoen 
(1929). A better hypothesis considers the cause 
to be an inflammatory reaction in the central 
nervous system induced by the union of virus 
(antigen) and specific antibodies. The definite 
inoculation period of ten to twelve days tends 
to support this theory. Thus, the central nervous 
system may be sensitized, as a consequence of 
which there is antibody production associated 


_ From the Department of Pediatrics, Western Reserve 
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with anaphylactic reaction, such as frequently 
follows any contagious disease. Such cerebral 
complications after vaccination were noted by 
Freud as far back as 1891. 

Vaccination against smallpox can be done any 
time during an epidemic, but routinely any time 
after the cord falls off, and should be done at 
least before three years of age. Routine vaccina- 
tion may be done within the first three months 
of life. Revaccinate at six and twelve years of 
age and during an epidemic. It is my opinion 
that vaccination against smallpox should never 
be done in other than a healthy, normal person 
and that some time (three months) should elapse 
between it and other types of vaccinations. 

In the past few years, I have worked with a 
committee under the chairmanship of Dr. V. K. 
Volk of Saginaw, Mich., whose members have 
been trying out multiple vaccines. At first, we 
employed combinations of several vaccines, those 
of whooping cough, tetanus, diphtheria, scarlet 
fever and typhoid fever, but these injections 
unfortunately caused marked reactions, so much 
so that we had to stop and determine the cause. 
It was concluded that the naked scarlet fever 
toxin was the factor responsible for the trouble 
and this was removed. The typhoid fever vaccine 
was also taken out because it was not necessary 
for all people everywhere to have this, although 
in Florida, particularly in districts where there 
are difficulties with the water supply and in 
times of storms, this measure might be necessary. 

The investigation referred to has been going 
on over four years under controlled conditions. 
It has been found that immunization can be 
established by the injection of three combined 
vaccines — diphtheria, tetanus and whooping 
cough—without too much reaction, and it was 
concluded that this procedure could be recom- 
mended. 

There were several problems to consider. Does 
a booster dose inoculated subsequently cause a 
reaction? Is it best to have a booster dose that 
is analogous with the original antigen, and how 
soon should it be given? These questions were 
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not exactly answered by trial, although it was 
concluded that in the case of tetanus, a booster 
dose should be injected within a vear after the 
primary injection, or at any time after a tentative 
exposure to tetanus. 

So far, nothing has come to our attention 
that would deter us from the use of booster doses 
with but one exception. Byers, at the meeting of 
the American Pediatric Society, reported 15 cases 
wherein the patients had received injections of 
whooping cough vaccine following which they 
had convulsions with encephalitic changes at 
intervals varying from a few hours on. Twelve 
received fluid toxoid. The encephalitis was ir- 
reversible and in many instances complete. This 
report was commented upon by Sauer and others, 
including Buchanan of Chicago, the former deny- 
ing, the latter confirming its possibilities. In my 
practice, I have never observed such a condition, 
although I have cared for many infants ill with 
whooping cough in whom encephalitis occurred. 
I communicated with all the local pediatricians, 
however, and was able to collect 5 or 6 case 
records of patients experiencing unquestionable 
reactions after whooping cough vaccine (38 pa- 
tients as of June 23, 1948). These reactions 
were not connected with the products of any 
particular firm, and it made no_ difference 
whether the vaccine was grown on human or 
sheep blood. Convulsions appeared shortly after 
the injection, and in the last of these patients that 
I observed, there was a temporary hemiplegia 
which disappeared in a few days. I investigated 
every case reported, and in every instance, the 
child was found to be suffering from a concurrent 
disease at the moment he was injected and even 
had fever at the time. From these reports, it 
could be demonstrated that no patient had an 
irreversible attack of convulsive seizures and in 
every instance, the reaction appeared in a child 
who was ill at the time of inoculation. Taking 
the millions that have been injected and the few 
reactions that have been described, the committee 
referred to will probably investigate further and 
still recommend the use of whooping cough vac- 
cine as heretofore. 

There is a commendable tendency to decrease 
the number of Schick tests in sensitized persons. 
For instance, it is wholly unnecessary to test a 
baby after one year of age. His reaction will 


be positive anyway, and if he is tested before 
one year of age, it may be negative; thus one 
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may get spurious information. It is much better 
to immunize every child without doing a Schick 
test at all. If, however, a Schick test must be 
done, it should be done with care. If it is in 
the younger age group, one may omit the control 
and inject only once. It is also unnecessary to 
do a Schick test to determine whether a person 
is immunized. It would be better to give a 
booster dose and to avoid another test. 


If a Schick test should be persistently posi- 
tive, it is necessary to know whether the reaction 
is nonspecific and to do a control test. For 
public health purposes, then, it is much better 
to get the physician into the habit of giving 
booster injections within certain years, at school 
levels for instance, and to ignore the Schick test 
and so many injections, although in private 
practice there still is the tendency to Schick test. 

There is no particular reason to immunize 
children routinely after ten or twelve years of 
age. In districts where there has been diphtheria, 
there usually is a negative reaction, the children 
having been immunized by subclinical attacks. 
The only place where a Schick test would be in- 
dicated later in life would be in an institution 
where a case of diphtheria has occurred and 
where localization is desired. This observation 
does not mean that it is foolish to do Schick 
tests as in private practice, where the objective 
is to check the case 100 per cent and where the 
information is desired to that end. From a 
public health standpoint, the objective is to pro- 
tect at least 75 per cent of the population, and 
in this way diphtheria will be eradicated. 

There are many other vaccines. Rabies 
vaccine should be used if the need arises, but 
a little care should be taken to rule out its use 
in those who are not in need of injections. If 
the subject shows any reaction such as vomiting, 
pain over the liver or a rash of an allergic type, 
the injection should be discontinued to avoid a 
fatal toxic neuronitis (rabies paralysis). 

Tuberculin or BCG vaccine should be used 
when the time arrives, but the material should 
be obtained from a source approved by the United 
States Public Health Service. 

Under certain circumstances, vaccines for 
typhoid fever as well as for cholera, plague, 
yellow fever and Rocky Mountain spotted fever 
are necessary in the districts involved. It is a 
waste of time to give staphylococcus vaccine and 
tularemia antiserum. 
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I cannot recommend the use of scarlet fever 
immunization as yet. Reactions to the toxin are 
too severe, and although scarlet fever has been 
wiped out among nurses and physicians in my 
own institution, who are routinely immunized if 
Dick positive, I still do not recommend it as a 
public health measure. In recent tests, I and my 
staff have obtained negative reactions in patients 
given injections of smaller amounts of purified 
antigen. This may be the answer to the problem 
of scarlet fever, and our next experiment would 
be to determine whether the antigen does protect. 
Much work has been done on the common 
cold, but there is nothing conclusive. Research 
has been made on influenza, but even the workers 
themselves are uncertain about this vaccine and 
continue describing new strains each day. 

There is an erysipelas vaccine which needs 
only to be mentioned to be dismissed. There is a 
gas gangrene serum which is employed for clini- 
cal use with a questionable value. There is good 
evidence that pertussis hyperimmune human 
serum may be of value in treatment. Mumps 
vaccine has been attempted. It is not in the stage 
where it could be recommended. Neither does 
Stokes think that the measles vaccine is of proved 
value. Human measles and whooping cough con- 
valescent serums are of definite value. 


QUARANTINE 

There has been a great change in quarantine 
procedures in the past few years. Doubtless 
many of you have been perplexed by the many 
questions that you have been asked in relation 
to quarantine and isolation. There are dif- 
ferences everywhere. There are local prejudices 
and local exigencies of which the public health 
officer must take cognizance. He must change 
unreasoning prejudices to his own advantage 
without too much fanfare. 

There is no good reason why the personnel of 
a general hospital should be thrown into a state 
of panic when one of its patients is found to be 
suffering from a common contagious disease. 
This is often the case, and a demand for imme- 
diate removal of the patient to a public conta- 
gious disease hospital is customarily made. This 
attitude is unreasonable since patients with dis- 
eases equally contagious (pneumonia, tonsillitis, 
streptococcic sore throat, various skin infections 
and suppurative conditions) are being treated in 
wards with other miscellaneous disorders without 
any isolation whatever. 

It is unfortunate that there are no uniform 
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rules governing the control of common contagious 
diseases for restrictions are often instituted in a 
community without any scientific basis to support 
them. All patients with ordinary contagious dis- 
eases, except measles, chickenpox, smallpox and 
epidemic diarrhea, can be adequately cared for in 
any general hospital which practices aseptic 
technic. When there are no susceptible contacts 
in the house, patients do not even need to go to a 
hospital and can be cared for at home. The 
day of the large contagious disease hospital main- 
tained at public expense has passed. What is now 
needed is better training of medical personnel in 
aseptic technic in each and every hospital. 

The restrictions which surround funerals 
should be lifted. There is no reason why a home 
or a church funeral should not be held if the body 
is contained in a closed casket. Victims of small- 
pox, plague and some new virulent epidemic dis- 
eases are the only ones for whom there should be 
private funerals. 

The administrator of a hospital must de- 
cide what is most economical for his particular 
situation. If he decides to admit patients with a 
contagious disease to a general hospital, then all 
patients admitted, whether having a contagious 
disease or not, must be handled with aseptic 
technic. This may be found more expensive than 
if patients with contagious diseases were isolated 
in separate quarters and aseptic technic practiced 
only in those places. Where the demand for beds 
for patients with contagious diseases is great, it 
may be less expensive to isolate them away from 
the other patients. Where the hospital is small, 
sporadic cases can be isolated with strict aseptic 
technic. When this procedure is adopted, it re- 
quires nursing services, the cost of which may be- 
come burdensome to the patient’s relatives; 
hence, it is practical to isolate the occasional 
patient at home, unless he needs hospital at- 
tention. 

There are very few diseases that need to be 
placarded. In my opinion, cholera, diphtheria, 
plague, smallpox, yellow fever, and epidemic 
diarrhea are about the only ones. Patients with 
diseases like dysentery, gas gangrene, impetigo, 
influenza, measles, pertussis, scarlet fever (which 
includes streptococcic sore throat, acute tonsilli- 
tis and pharyngitis), tuberculosis and typhoid 
fever should be isolated from persons who are sus- 
ceptible. Those with some diseases like chicken- 
pox need not be isolated at all, and the suscep- 
tible person should be allowed to get the disease. 





This question is a subject of the official re- 
port of the American Academy of Pediatrics. It 
also has been the subject of an official report of 
the American Public Health Association. There 
are slight differences between the reports on these 
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conditions, and the chances are that representa- 
tives of both of these organizations serving on a 
suggested joint committee will reconcile these dif- 
ferences and make commendations accordingly. 
3395 Scranton Road. 


The Diagnosis of Secondary Syphilis 


JouN A. Barcer, M.D. 
MELBOURNE 


The diagnosis of syphilis has presented many 
problems from the time it was first recognized by 
ancient physicians. Equally difficult with these 
problems has been the proper nomenclature of the 
various stages or manifestations that the disease 
goes through from the time the infection is ac- 
quired until it is cured or becomes latent in the 
individual. In keeping with the various trends 
taking place in medicine, first there was a swing 
to nothing but physical findings and then, when 
Wassermann came out with complement fixation, 
there was a reversal to a serologic diagnosis of 
syphilis. This opinion has been foremost and has 
dominated the diagnostic field up to the present 
time. Wassermann’s serologic reactions were sub- 
stantiated and modified by many investigators. 
Kolmer developed a technic based upon Wasser- 
mann’s fixation test. Shortly afterward Kahn de- 
vised a different serologic test based upon the 
agglutination factor. Both tests are accurate, 
sensitive and reliable, depending upon the skill 
of the serologist. At the onset of World War II 
and the increase of syphilis around camps and 
cantonments, the United States Public Health 
Service launched a comprehensive program not 
only to deal with the control of venereal disease, 
especially in the infectious stage, but also with 
proper, adequate medication for those persons 
requiring treatment. 

With the advent of penicillin for the treatment 
of syphilis, it was recognized by such early inves- 
tigators and eminent authorities as Evan Thomas 
that a new era in the treatment of syphilis was at 
hand and probably a new terminology and diag- 
nostic procedure would have to be considered. 
Due to the changing influence penicillin has had 


Medical Officer in Charge, Rapid Treatment Center, Mel- 
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on the cutaneous lesions and the serologic re- 
actions, and the rapidity of the disappearance of 
clinical symptoms, with the masking effect of 
penicillin given for diseases other than syphilis, 
it is apparent that the clinician must rely more 
and more on a composite picture and the evalua- 
tion ot the patient as a whole rather than one 
single factor. 

The diagnosis of secondary syphilis is one of 
extreme importance to the community in that the 
individual requires early, adequate treatment to 
prevent spread, and also, to the individual in that 
he or she receive proper care and treatment to 
prevent sequelae or complications that occur in 
three fourths of untreated cases. We base our 
diagnosis on a number of factors that as a whole 
will or will not substantiate the diagnosis. First 
of all, we consider a history of extreme importance. 
This history must be all inclusive and especially 
concerning the sex behavior of the patient. This 
as a whole establishes a pattern of life, for we 
know the manner in which people live is of pri- 
mary importance as to the diseases they acquire. 
Coupled with this information, we know that 
approximately 55 per cent of the persons who have 
sexual contact with the victim of an infectious 
case of syphilis become infected.’ Also, if there 
is a history of recent administration of penicillin, 
it might so mask the clinical picture at the time 
that it appears the patient is not infected. Such a 
case should be followed preferably for nine months 
with a serologic test at monthly intervals, to- 
gether with a complete clinical examination to 
observe the occurrence of infectious lesions. 

In taking histories there are symptoms of 
primary importance that are frequently over- 
looked. The occurrence of a lesion, any sore that 
occurs on mucous membranes or the genitalial 
area even if it disappears spontaneously, should 
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be regarded with suspicion and followed with re- 
peated examination. Rash is frequently forgot- 
ten by the patient, or may be attributed to drink- 
ing carbonated beverage or to heat. Sore throat 
is a particularly frequent symptom and one that 
is most frequently overlooked or ignored by the 
busy clinician. Joint pains, headache and a 
lassitude follow closely, at the onset, after the 
person is infected. Physical examination is of ex- 
treme and utmost importance. To achieve this 
the patient must be nude, and the surface of the 
body must be evaluated as a whole and not as 
a part. The rash of syphilis as a rule follows 
definite patterns; yet it may imitate many of the 
common skin diseases. A darkfield examination 
is performed upon every lesion no matter how 
insignificant. The sentinel lymph adenitis that 
one finds near lesions or the general lymph aden- 
opathy are added findings. On moist surfaces of 
the body and mucous membranes, the most in- 
significant lesion may be condyloma or mucous 
patches. 

Serologic examination is not here considered 
last because of its lack of importance but in the 
proper order of any diagnosis in which the lab- 
oratory merely corroborates the history and the 
physical findings. There are many diseases that 
will cause a positive serologic reaction, that is 
with the Kahn test. We like the quantitative 
Kahn test because it is fairly well standardized. 
sensitive and specific. When one does a series of 
tests, it is wise to order the same test and not 
change to the Eagle, Mazzini or Kline test. If, 
from time to time, one wants a check on the Kahn 
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agglutination test, then it is well to get a Kolmer 
test, which is a complement fixation test. If there 
is disagreement in the results, one can then sus- 
pect a false positive. As a rule dilution will not 
be so high in false positive serologic reactions 
and will vary greatly in reading if the test is re- 
peated at intervals of five to seven days. In a 
survey of an Eastern college Eagle observed that 
a false positive may occur less than once in 
4,000 people.” One must not lose sight of the 
fact that the serologic tests on these 4,000 people 
represented a survey of apparently healthy per- 
sons and not clinic patients among whom one 
would frequently find diseases which would give 
rise to a positive blood reaction and give a great 
deal higher incidence. The high dilutions do not 
go hand in hand with the acuteness or severity 
of the infection, but with high dilutions one fre- 
quently sees all the signs and symptoms of syphilis. 
So we can expect to see in secondary syphilis a 
fairly high dilution, 8 to 32 Kahn units or higher. 


SUMMARY 
In summary, it is imperative to emphasize 
the three factors that are most important and 
should be gone into thoroughly before a diagnosis 
of syphilis is made, namely, history, clinical find- 
ings and serologic examination. Above all, do 
not lose sight of a great imitator—syphilis. 
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BRONCHIECTASIS, A NEGLECTED DISEASE. By 
Julian A. Rickles, M.D. South. M. J. 40:551-554 
(July) 1947. 

Surgical therapy rather than medical man- 
agement of bronchiectasis is advocated by the 
author. Since in most instances medical treat- 
ment is unsatisfactory and accompanied by a 
high rate of mortality, the more radical form of 
treatment is favored in dealing with this chronic 
disease of young persons. It has been shown by 


many different investigators that almost 40 per 
cent of medically treated patients will be dead 
in five years and few will remain alive after ten 
years; in contrast, the rate of mortality with 


lobectomy has been reduced to around 2 per 
cent. Pulmonary resection is tolerated well, 
especially by children and young adults, and it 
is now possible to remove only the diseased 
portions of affected lobes. 

The disease is divided into the congenital 
primary type, which usually remains asympto- 
matic until infection occurs, and bronchiectasis 
of a secondary nature which may eventually 
result from anything that narrows the lumen of 
the bronchus. The author points out that the 
local symptoms may depend upon three factors: 
(1) the degree of associated pulmonary involve- 
ment; (2) the severity of the bronchitis; (3) the 
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size, number and location of the cavities. A 
cough, usually accompanied by fetid breath and 
sputum varying in amount from a few cubic 
centimeters to over a quart a day, is listed as the 
outstanding symptom. It is noted that hemor- 
rhages, usually not severe, occur more frequently 
than is commonly believed and that it is im- 
portant to realize hemorrhage may indicate 
bronchiectasis as well as cancer or tuberculosis. 
Fever, chills, sweats and recurring “pneumonias” 
also characterize the disease. 

With ordinary roentgen studies of the chest 
suggesting bronchiectasis with about 75 per cent 
accuracy and bronchography and_ bronchoscopy 
establishing the diagnosis, the author concludes 
that this condition need no longer be considered 
a neglected disease. He observes that the present 
low mortality rate associated with pulmonary 
resection places the responsibility directly upon 
the general practitioner, the internist and the 
pediatrician, under whose care patients with this 
disease first come, and he bespeaks the benefit 
of surgical therapy for those patients with suffi- 
cient healthy pulmonary tissue and no systemic 
contraindications. 
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MULTIPLE CARCINOMATA OF THE UTERUS. By 
Homer L. Pearson, Jr., M.D. South. M. J. 40:728- 
732 (Sept.) 1947. 

A case of squamous cell carcinoma of the 
cervix and adenocarcinoma of the ‘corpus of the 
uterus is reported which illustrates the care re- 
quired in establishing a diagnosis of two different 
tumors in one and the same uterus. The char- 
acteristics of the several types of carcinoma of the 
uterus are described, and the frequency with 
which they are observed in the cervix and the 
corpus is discussed. The problem of the occur- 
rence of multiple tumors is presented in some de- 
tail. 

In accepting the evidence of multiple tumors 
of the uterus one should ask not only for different 
architecture and anlage, but also for spatial 
separation of tumors, the author observes. In 
summary he states that proof of separated and 
localized origin identifies the independency of 
two malignant lesions in the uterus as multiple, 
but if both tumors have been melted together, the 
multiplicity can be granted only if one end of the 
tumor shows different histologic structure from 
the other and only if the melted area offers a 
mixture of different epithelia. With different 
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tumors of identical structure, he adds, multiplic- 
ity can neither be denied nor admitted. 
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FERTILITY IN WOMEN: THE LENGTH OF TIME 
REQUIRED TO CONCEIVE. By A. W. Diddle, M.D., 
R. W. Jack, M.D., and R. L. Pearse, M.D. Am. 
J. Obst. & Gynec. 54:57-61 (July) 1947. 

Of 318 pregnant married white women, rang- 
ing in age from 16 to 42 years and living in a 
semitropical climate with husbands who were 
members of the armed forces and at home two 
nights out of three, 86 per cent of the 261 primi- 
gravidas and 64.9 per cent of the 57 multigravidas 
conceived. Contraception was not employed by 
these couples, and sexual union was experienced 
on an average of two to three times a week. 

A study of available data on 481 other preg- 
nant and 393 nonpregnant women, using no con- 
traception, when correlated with the other data, 
substantiated the conclusion that the majority of 
fertile couples can expect pregnancy to begin with- 
in twelve months after marriage. Multigravidas 
will, however, require a slightly longer time 
to conceive than primigravidas because of a 
period of relative sterility following the previous 
pregnancy. 

aw 


MANAGEMENT OF ACUTE TOXIC NEPHROSIS. By 
Victor H. Kugel, M.D. Am. J. Med. 3:188-205 
(Aug.) 1947. 

This paper is restricted to discussion of the 
acute renal injury resulting from carbon tetra- 
chloride poisoning, hemolytic transfusion reaction 
and crush syndrome. Illustrative cases reflect the 
lack of any specific therapy, the problems of 
management and the fallacy of imputing thera- 
peutic value to medical and surgical measures 
currently advocated. 

The basic therapeutic approach suggested in 
the management of acute toxic nephrosis is the 
selection of a plan that will tide the patient over 
the acute renal injury and that will favor spon- 
taneous recovery. In contradistinction to the 
generally accepted therapy of intravenous fluids, 
challenged by the author as being both harmful 
and ineffective, it is believed that fluid restric- 
tion is the keystone to such a plan. An initial 
daily intake of 700 cc. of physiologic saline, not 
necessarily intravenously, is advocated, to be in- 
creased or decreased as clinical observations in- 
dicate. Other features of management and 
various therapeutic adjuvants are discussed. 
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AN ANSWER TO MR. TRUMAN 
THE EWING REPORT 


Some months ago President Truman asked 
Mr. Oscar Ross Ewing, Federal Security Ad- 
ministrator and Supervisor of the United States 
Public Health Service, to formulate a ten year 
health plan for the nation. In May, Mr. Ewing 
called a National Health Assembly for the osten- 
sible purpose of obtaining advice from physicians 
and other experts. The assembly, which was 
thought by some to have political motives, con- 
cluded that the United States needs some type 
of medical insurance, but made no recommenda- 
tion as to what type. 

Now, after six months’ study, Mr. Ewing 
has made up his mind. In a 186 page report 
recently handed the President, he comes out 
flatly for compulsory government health insur- 
ance. But almost no one is surprised. 

A lawyer, and formerly assistant chairman of 
the Democratic National Committee, Mr. Ewing 
has much to say about the nation’s health, or 
rather the lack of it. He estimates that every 
year 325,000 Americans die for lack of medical 
and health services, namely: 120,000 from com- 
municable diseases that might have been cured, 
115,000 from cancer and heart disease that might 
have been prevented, 30,000 maternal and _ in- 
fant deaths that are unnecessary, and 60,000 
from other causes. 

Mr. Ewing further contends in his report that 
only 20 per cent of the nation’s families can 


afford all the medical care they need, although 
the United States is well supplied with doctors 
and hospitals, and he adds that about half of 
the families, those with annual incomes of 
$3,000 or less, find it hard if not impossible to 
pay for even routine medical care. Thus he 
comes to the conclusion that the nation needs 
a lot more medical and health services than it 


already has, and he asserts that by 1960, 
exclusive of government health insurance, 
the federal government should be spending 


$2,313,000,000 per year, while state and local 
governments should be spending $1,795,000,000 
yearly. 

Compulsory insurance, Mr. Ewing asserts, 
is necessary. Voluntary plans are not and never 
will be enough, for, says he, only about half the 
families of the nation can afford even moderately 
adequate health insurance on a voluntary basis. 

Let’s examine the record. 

The plan which Mr. Ewing is recommending 
does not differ greatly from that which Great 
Britain has adopted recently. He expects physi- 
cians to cooperate with a scheme which is prov- 
ing to have many pitfalls. Furthermore, many 
of the statistics and arguments which Mr. Ewing 
presents have been refuted and answered by the 
carefully prepared report of the Brookings Insti- 
tution, commented on editorially in the August 
through November issues of The Journal. 
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No one knows what a nationalized compul- 
sory health insurance program would cost, for 
“guesstimates” vary widely—between $50 and 
$80 per person per year. Accepting $65 per 
person per year, which is slightly less than the 
guess of the National Industrial Conference 
Board, as a conservative estimate, Dr. Paul R. 
Hawley recently has pointed out that the cost 
to a family of four would be $260 per year com- 
pared to the present average cost of $62 for Blue 
Cross—Blue Shield protection. Even if the head 
of the family paid only one third of the cost 
under goverment insurance, it would cost him 
about $87 per year. And that does not take into 
account the additional cost to the already 
burdened taxpayer. 

During the past eight years Blue Shield has 
increased its membership 3,500 per cent and 
with Blue Cross now has some 37,500,000 mem- 
bers. Plans for wider and more adequate cov- 
erage have been made and are expected to 
become a reality soon. 

It would appear that the majority of reason- 
ing people will find little or nothing in the 
reasoning, statistics or conclusions of Mr. Ewing 
with which they can agree. Here is the lay 
opinion of a would-be reformer and socialist who 
may find that he cannot fill a job which re- 
quires a person with scientific knowledge and 
wide experience. 

President Truman’s gullible acceptance and 
hearty promotion of this dangerous form of legis- 
lation is to be noted. The answer from organized 
medicine should be clear and _ straightforward. 
Negative action, rebuttal and criticism will not 
be effectual. An adequate, comprehensive Blue 
Shield—Blue Cross program with central coordi- 
nation and wider coverage appears to be the 
answer to the problem. 

4 
THE HAWLEY SPEECH 

Every member of the Association will wish 
to keep constantly in mind the highlights of the 
address made by Dr. Paul R. Hawley at a 
conference of state medical association officers 
in Chicago recently. So important was the speech 
that a copy was mailed to the membership with 
the expectation that all would familiarize them- 
selves with it. Whether or not you read it in 
its entirety and made a study of it at the time 
you received your copy, it is timely now that 
each and every member take stock again of Dr. 
Hawley’s analysis of what portends. 
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Accordingly, an abstract of the address, setting 
forth the salient features which hold high import 
for you and every member of the medical pro- 
fession, has been prepared, with comment, by 
the Assistant Editor. It is published among 
the Commentaries in this issue of The Journal. 

The dangers, fast becoming critical, that 
threaten the free practice of medicine in this 
country—the last hope of American medicine— 
the attitude of Labor—the demand that has 
become a roar for more comprehensive medical 
care and for an effective means of budgeting its 
costs—the future of voluntary prepayment. 
plans—the tragedy of socialized medicine that 
even now stalks at our doorstep—what of these? 
To what extent will organized medicine be re- 
sponsible if the curse of socialized medicine 
comes? Will wisdom or emotion decide the 
issue? How long could you hold out in a strike 
against the government? What can the medical 
profession do to meet the issue and avert im- 
minent disaster? 

Read the abstract of Dr. Hawley’s analysis 
of the crucial situation and Dr. Merritt’s com- 
ment thoughtfully and carefully. There is no 
time for apathy or indifference. 

aw 


BROOKINGS REPORT CONCLUSIONS ON 
COMPULSORY HEALTH !INSURANCE 


Though one hardly expects to witness the 
phenomenon suggested, the following editorial 
comment’ bears repeating: ‘‘Moreover, as has 
already been mentioned, the agency for the study 
of medical care in the Federal Security Agency 
has been from the first an agency of propa- 
ganda rather than an agency for scientific study. 
The report on ‘The Issue of Compulsory Health 
Insurance’ by George W. Bachman and Lewis 
Meriam, published by the Brookings Institu- 
tion, should bring a blush of shame to the cheeks 
of even these hardened advocates of government 
medicine. Surely they will recognize now the 
difference between a scientific objective study of 
dependable evidence and the kind of promotional 
publicity that they have been turning out in 
pseudoscientific documents since they first began 
collecting a living from government sources.” 

In this fourth and concluding editorial on 
this very able study, commonly called the Brook- 
ings Report,’ it is deemed proper to quote the 


1. The Brookings Report on Compulsory Health Insurance, 
editorial, J. A. M. A. 137:536-539 (June 5) 1948. 

2. Bachman, George W., and Meriam, Lewis: The Issue 
of Compulsory Health insurance, Washington, D. C., The 
Brookings Institution, 1948 
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conclusions pertaining to compulsory health in- 
surance: 


9. Compulsory health insurance would necessitate 
a high degree of governmental regulation and control 
over the personnel and the agencies engaged in pro- 
viding medical care. This field of regulation and con- 
trol would be far more difficult than any other large 
field previously entered by the Government, and past 
experience with governmental regulations and control 
in the United States causes doubt as to whether it 
encourages initiative and development. 

10. The problem of eliminating politics from 
Government administration is extremely difficult. It 
does not seem probable that politics could be elimi- 
nated from medical care supplied under a govern- 
mental system. 

11. Compulsory insurance would inject the Gov- 
ernment into the relationship between practitioner 
and patient. A real danger exists that Government 
actions would impair that relationship and hence the 
quality of medical care. 

12. The administration of compulsory insurance 
would require thousands of Government employees 
for accounting, auditing, and inspection and investi- 
gation. 

13. The cost of medical care presumably would 
increase because of (a) administrative expenses; (b) 
the tendency of insured persons to make unnecessary 
and often unreasonable demands upon the medical 
care services; and (c) the tendency of some practi- 
tioners and agencies to take advantage of the system 
for their own financial advantage. 

14. The adoption of compulsory insurance would 
not immediately make available adequate service for 
all, because there are not at present the facilities nor 
a sufficient number of trained and experienced physi- 
cians, dentists, and nurses to meet the demand which 
would result from compulsory insurance. 

15. Proposals for compulsory insurance pro- 
vide for payment of practitioners under one or all of 
three methods: (a) fee for service, (b) per capita, or 
(c) salary. Use of the fee-for-service device repre- 
sents the minimum degree of socialization, but it is 
administratively difficult. Administrative difficulties 
would probably result in the adoption of the per 
capita system which represents a higher degree of 
socialization or even in the salary system which repre- 
sents practically complete socialization. It seems ques- 
tionable whether a country which once embarks on 
compulsory insurance can turn back but must at- 
tempt to remedy defects by more complete govern- 
ment control and administration. 


In view of the conclusions reached, it ‘is 
recommended, first, that the national govern- 
ment would be wise to leave to the individual 
states the question of whether compulsory 
health insurance is to be adopted or whether 
the provision of professional services is to be 
left in the realm of free enterprise. It is con- 
sidered highly improbable that experimentation 
with a variety of plans would ultimately lead 
to the development of a single pattern applicable 
to all sections of the country. 

The second recommendation is that for the 
present the national government and many of the 
state governments may well devote their resources 
and energies to (a) research and development 
in the fields of public health, (b) health educa- 
tion at the school level, (c) teaching of pre- 


ventive medicine, (d) assisting in the acquisi- 
tion of physical facilities and training of person- 
nel, and (e) providing systemic care for the in- 
digent and the medically indigent. 


The third and final recommendation suggests 
the proper place of government in educating the 
public with regard to medical care. It states 
that from the standpoint of public relations, gov- 
ernments may well be advised to leave adult 
educational campaigns for the control and pre- 
vention of disease to the national, state and local 
voluntary organizations which have been able 
to enlist the active cooperation of leading lay- 
men in most sections of the country. Good 
health is not exclusively a matter of medical 
care. It hinges also, as is pointed out in the 
Report, on such other causative factors as food, 
shelter, vice and crime, transportation, and in- 
dustry; too, its maintenance depends upon the 
intelligence, interest and cooperation of indi- 
viduals, families and local communities. 


v4 


A VOICE IN THE WILDERNESS 
PREPAYMENT MEDICINE 
WHAT LIES AHEAD? 
Paul R. Hawley, M.D., Chief Executive 
Officer of the Blue Cross—Blue Chield Commis- 
sion, can become brilliantly articulate. This he 


-proved recently in dramatic fashion by means 


of a speech delivered before a conference of 
state medical association officers in Chicago. 
Is his the voice of a prophet in the wilder- 
ness? Are the leaders of organized medicine in 
the United States today “Oh Lost?” 
You be the judge. There follows an ab- 
stract of Dr. Hawley’s thought-provoking address: 


The dangers that threaten the free practice 
of medicine in this country are fast becoming 
critical. Still we refuse to unite in decisive action 
to meet them. We waste precious time in 
quarreling among ourselves over petty questions 
of local sovereignty. We amuse ourselves by 
setting up fantastic straw men and dissipate our 
energies in knocking them down, while our ene- 
mies unite against us in one national effort. We 
have thus far done no more than fight a series 
of rear guard actions with small uncoordinated 
groups. I know of no more certain road to 
disastrous defeat. 

Our national leaders seem blind to the social 
changes that are taking place. It is impossible 
to halt a movement by merely refusing to recog- 
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nize its existence; and the movement toward 
extending the benefits of adequate medical care to 
all of our citizens has already gained too much 
momentum to be halted by any means. 

The last hope of American medicine lies in 
abandoning our present position in the rear of 
the column and in establishing ourselves firmly 
in the forefront where we can guide and direct 
the movement into paths that are the best for 
our people as well as best for our profession. 

I emphasize that the welfare of our people 
must be given at least as much consideration as 
the welfare of the health professions. Too many 
physicians regard medical care as their exclusive 
prerogative. We must recognize that the con- 
sumer of medical care also has a great stake in 
it. If any doubt has existed as to this, it should 
have been dispelled by the National Health 
Assembly, held in Washington early in May. 

I shall offer no defense of the motives that 
prompted the organization of that health assem- 
bly. They may have been, as has been charged, 
largely political, But however impure the mo- 
tives, only a very stupid person could have 
listened to the discussions and come away unim- 
pressed both by the strength and by the deter- 
mination of the groups committed to an effective 
program for prepayment of medical care. A 
resolution to the effect that only a compulsory 
government insurance plan could satisfy the 
criteria necessary for an effective plan was pro- 
posed and vigorously supported. 

The array of strength behind that resolution 
should convince even the die-hard tories in the 
health professions that the threat of nationaliza- 
tion of medical care in this country is real, is 
acute, and soon will be—if it is not already— 
sufficiently great to precipitate action by the 
Congress. 

The representatives of the people are swayed 
by the numbers of voters rather than by princi- 
ples. Even discounting the smaller and more 
radical groups demanding national health in- 
surance there remain the A. F. of L., the C. I. O., 
the National Women’s Trade League, the United 
Mine Workers, and the Association for the Ad- 
vancement of Colored People — all demanding 
health insurance. These represent a lot of votes. 

What, then, will be the future of the voluntary 
prepayment plans for medical care? Those de- 
manding national health insurance were generous 
enough to state that the voluntary plans should 
continue in operation after the inauguration of 
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national health insurance. This, of course, was 
but a courteous gesture, since it would be im- 
possible for voluntary plans to compete with a 
government plan since the latter would be sup- 
ported at least one third by tax money. 

Since it is impossible for voluntary plans to 
survive if and when national compulsory health 
insurance comes, we are going to have one or 
the other type of prepayment health insurance— 
not both. 

National compulsory health insurance legis- 
lation cannot be prevented by political manipu- 
lation. It is my considered opinion that, if left 
to popular vote, the legislation might pass today. 

But this disastrous legislation can be pre- 
vented if the voluntary plans meet every reason- 
able demand for health insurance. The medical 
care section of the National Health Assembly 
adopted unanimously seven criteria for measur- 
ing the effectiveness of prepayment plans, the 
first of which is: “The extent to which a pre- 
payment plan makes available to those it serves 
the whole range of scientific medicine for preven- 
tion of disease and for treatment of all types of 
illness or injury.” 

To meet this criterion, voluntary plans must 
be in a position to offer as comprehensive cover- 
age as the public demands, regardless of cost. 
Since different types of coverage are needed, 
prepayment plans will have to offer more than 
one type of contract. We must always, of course, 
offer a contract that is within the economic reach 
of the low income groups, but large union groups 
are demanding a much more comprehensive serv- 
ice. Moreover, they are willing and able to pay 
for it. We must be in a position to offer them 
a contract that meets their requirements. Other- 
wise we shall not only be forced out of business; 
we shall also have compulsory government health 
insurance as a reality instead of a threat. 

It is easy to arrange a separate fee schedule 
for each type of contract. For the higher income 
groups, the fees should be higher and should 
correspond to the fees normally charged such 
groups. The wealthier groups expect that. 

The next point of the greatest importance is 
that these large groups will not be satisfied with 
anything short of uniform coverage for their 
members, regardless of their place of residence. 
They simply will not deal with fifty-one separate 
Blue Shield plans. 

Already the United 
400,000 members, have a 
levy solely for health and welfare. 


Mine Workers, with 
10 cent per ton 
Another 
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union with more than a million members has 
already appointed a medical advisory council to 
prepare a prepaid health program for its mem- 
bers, which also is to be paid for by a 10 cent 
per hour raise in pay. 

Is organized medicine guiding and directing 
these programs? It is not! I happen to know 
some of the members of the medical advisory 
council of this gigantic union. They are openly 
committed to government compulsory health in- 
surance. 

Why was not organized medicine approached 
for advice and counsel in the establishment of 
these huge programs? I'll let you answer that 
question. But doesn’t it shock you, doesn’t it 
give you a feeling of insecurity, that the leader- 
ship of these great movements, which will exert 
the most profound effect upon medical practice 
in this country, has slipped from the grasp of 
organized medicine? 

I can tell you that it disturbs me deeply. I 
am convinced that the cause is lost unless you 
take prompt and effective action to regain con- 
trol of medical practice in this country. I say 
“regain” because I am afraid you have already 
lost it, whether you realize it or not. 

Some weeks ago, I had a conference with one 
of the most powerful labor leaders in the United 
States, who has already started this movement 
for a prepaid medical care program in two of his 
largest unions. I am violating no confidence when 
I tell you that he exhibited a strong bias against 
the attitude of organized medicine. His closest 
welfare advisers made it clear to me that they 
would deal with the voluntary, nonprofit pre- 
payment medical care plans only if these plans 
met their requirements to a reasonable degree. 
They set forth a few principles upon which they 
would not compromise, the two most important 
of which were uniform coverage for all their 
members and a single contract regardless of the 
number of individual medical care plans involved. 

These requirements can be met easily, but 
not so long as our vision is limited by the boun- 
daries of the small areas in which we live and 
practice medicine. The problem is one of na- 
tional scope. Only a National Service Agency, 
controlled by all the participating Blue Shield 
plans, can possibly meet this urgent need. 

As a physician who is intensely interested in 
the future of medicine in this country, I cannot 
see the slightest danger in merging the individual 
local Blue Shield plans into one effective unit. 
Each local Blue Shield plan would preserve its 
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present degree of autonomy. The national agency 
would be one that served all the plans, rather 
than one that controlled all the plans. 

And don’t forget one thing: It is either some 
such arrangement or be forced out of business, 
If we are not going to be in a position to serve 
these new millions of consumers of medical care, 
we had better announce that fact right now and 
liquidate our Blue Shield plans. Sudden death 
is much preferable to a lingering, painful death; 
and slow death for us is certain, unless we get in 
step with the rest of the country. 

I mentioned earlier that straw men were being 
set up. Perhaps the largest of these straw men is 
that this is just a scheme for Blue Cross to 
gain control of medical practice. This is not 
only the largest of the straw men; it is the most 
fragile. 

I beg of you not to be misled by any such 
vicious propaganda. As long as I remain in this 
position, I shall defend medical practice just as 
zealously as I uphold the principles of Blue Cross. 
If there were any real areas of conflict between 
these two organizations, I would certainly dis- 
cover them at once; and I can find none. 

But my heart grows heavy as I see the in- 
difference of many physicians to the threat to 
freedom in medicine that is becoming more men- 
acing each day; and as I encounter the petty, 
selfish greed of a few physicians who had rather 
see the entire structure of American medicine 
wrecked than to concede one small personal 
advantage in the general interest. 

If we get socialized medicine in this country, 
it will be organized medicine, and only organized 
medicine, that has brought this curse upon us. 
We, as physicians, will have only ourselves to 
blame. 

The demand for more comprehensive medical 
care, and for an effective means of budgeting its 
costs, has grown, within ten years, from a whis- 
per to a roar. Our people will not be denied 
much longer. If the medical profession does 
not at once assume the leadership, if it does 
not at once cease its double talk and double 
dealing with the voluntary nonprofit prepayment 
plans, we are going to have compulsory govern- 
ment health insurance in this country within 
three to five years. 

Don’t be lulled into a sense of security by 
such able studies on socialized medicine as have 
been made by the Brookings Institution, the Na- 
tional Industrial Conference Board, and other 
capable agencies. Of course, every thinking person 
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is convinced that socialized medicine would be 
a mistake—a costly mistake both in money and in 
health. But this issue will not be decided by wis- 
dom. It will be decided by emotion. 

Like President Coolidge’s preacher, who was 
“agin sin,” everyone is against sickness and death. 
Only a small minority of our people can under- 
stand the dangers of socialized medicine—all they 
know is that they want everyone to have good 
medical care, and they are not capable of choos- 
ing between the various ways in which medical 
care can be better distributed. Only a “fait ac- 
compli” will convince them—and we have only 
a short time to show them an accomplished fact. 

It is useless for the medical profession to 
undertake the education of our people to the 
dangers of socialized medicine. Our public re- 
lations have been so miserable in the past few 
years that a majority of our people suspect us 
of having only a selfish, personal interest in this 
question. I honestly believe that the medical 
profession does more harm than good when it 
attempts to decry socialized medicine. Our 
motives are too suspect. 

Don’t be misled by such absurdities as the 
assurance that the government cannot make you 
practice medicine if you do not want to. See 
what has happened in England. The members 
of the British Medical Association voted at first 
to have nothing to do with government medicine. 
Eighty per cent pledged themselves to remain 
outside the government plan. But, as the dead- 
line for participation approached, British physi- 
cians, by a small majority, voted to accept the 
government plan. 

How long could you hold out in a strike 
against the government? How many of you 
could stick it a year with no income? How 
many of you would stick it if you saw a minor- 
ity group collecting all the gravy? How many 
of you would be willing to forsake medicine 
and embark upon another career? 

Don’t let anyone fool you! If government 
medicine comes, 90 per cent of you will be 
forced by circumstances to accept it, no matter 
how bitter a pill it will be for you to swallow. 
So, the only way to prevent this tragedy is to 
stop it before it arrives. There is little you can 
do about it after it comes. 

The medical profession can prevent this 
tragedy, but only by positive action that will 
meet the reasonable demands of the large groups 
cited. Consistently negative action has brought 
us to this critical juncture, and has played di- 
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rectly into the hands of enemies of free medicine. 
Time is running against us. We can not longer 
delay. If expansion of the Blue Shield move- 
ment is not encouraged, the death knell of free 
medicine in this country will have been sounded. 

Thus spoke Paul R. Hawley. 

The issue is clear. The Journal has pointed 
out in the past, editorially, that the question 
is not whether we want socialized medicine, but, 
rather, what form of socialized medicine do we 
want? Do we want the voluntary, nonprofit, par- 
ticipating plan or the bureaucratic, undemocratic, 
compulsory government form? 

As Dr. Hawley has stated, the issue prob- 
ably will be decided not by wisdom, but by 
emotion. It is paramount that we offer the 
masses wider coverage and better financial pro- 
tection from sickness—that we have a way and 
that we—not the politicians—show that way. 
That is the cue for our leaders. 

Leaders of organized medicine have made 
mistakes in the past in regard to this problem, 
it is true, but theirs were mistakes of the mind 
and not of the heart. It is to be hoped that 
today most of them realize those mistakes. For- 
tunately, those physicians referred to by Dr. 
Hawley, who show selfish greed and who would 
rather see the entire structure of American medi- 
cine wrecked than to concede one small personal 
advantage in the general interest, are in the 
small minority. Likewise, those physicians who 
resent criticism and who will take exception to 
parts of Dr. Hawley’s frank appraisal of this 
vital problem probably also will be in the small 
minority. 

We need to look forward now, not backward. 
We need an outstanding leader who has knowl- 
edge of the problems involved, and vision with 
which to solve them. Perhaps Dr. Hawley, with 
his clear voice and with the courage and forth- 
rightness which he has shown, will become that 
leader. 

Webster Merritt 


aw 


PROPER IDENTIFICATION OF BLUE 
SHIELD CLAIMS URGED 

Because improper claims, which cannot be 
honored, are being received in the home office 
of the Blue Shield Plan, participating physicians 
are particularly cautioned to substantiate their 
patients’ eligibility for benefits. Claims are being 
submitted for services rendered patients having 
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Blue Cross protection only and naturally cannot 
be paid by Blue Shield. It is of utmost impor- 
tance that proper identification for Blue Shield 
services be established by patients at the time 
financial arrangements are made. 

The Blue Shield and the Blue Cross are two 
separate organizations with separate and_indi- 
vidual enrolment ir each. Many persons, having 
Blue Cross membership only, are under the im- 
pression that such membership entitles them to 
services under the Blue Shield Plan and conse- 
quently present their Blue Cross identification 
cards to physicians when making arrangements 
for services. The confusion arises when physi- 
cians honor Blue Cross identification cards for 
Blue Shield services. The identification cards 
of these two plans can easily be distinguished by 
their respective Blue Shield and Blue Cross 
emblems. 

Physicians and their secretaries are asked 
to check identification cards carefully to deter- 
mine if patients are eligible for Blue Shield bene- 
fits. 

There seems also to be a misunderstanding 
by some physicians on the amounts allowed for 
anesthesia, x-ray and pathology. These services 
are covered under Blue Shield contract, but 
unlike the surgical procedures listed in the Fee 
Schedule are carried as indemnity, rather than a 
service benefit. Income limitations of Blue 
Shield members need not have any bearing on 
the fees charged for the above mentioned serv- 
ices. The physician may make his regular charge 
to the Blue Shield member in the low income 
bracket and apply the amount allowed for these 
services as a credit against his regular charge. 

Indications are that the new Blue Shield Fee 
Schedule, effective September 1, is being received 
favorably. Claims are being processed promptly 
with little or no delay. Participating physicians 
are urged to familiarize themselves with the 
operation of the Fee Schedule and to make their 
service reports accordingly. Especial note should 
be made of the “I.C.” (Individual Considera- 
tion) items listed in the Fee Schedule. Service 
reports should include a detailed description of 
“T.C.” claims. The code number system, intro- 
duced in the new Fee Schedule, facilitates the 
prompt handling of claims. 

Objections or recommended changes to the 
new Fee Schedule will be carefully considered. 
Blue Shield—the doctors’ own plan—has as its 
objective: adequate medical care for free people 
by free doctors. 
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A. M. A. INTERIM SESSION 
ST. LOUIS, NOV. 30—Dec. 3 


The second annual Interim Meeting of the 
American Medical Association, convening in St. 
Louis on the last day of this month, holds par- 
ticular interest for Florida physicians in that 
it offers a foretaste of things to come. The 1949 
Interim Session is scheduled to meet in Tampa. 

The St. Louis session is planned to be es- 
pecially valuable to the general practitioner. Lec- 
ture meetings will feature conditions most often 
seen in daily practice. The subjects chosen for 
discussion include diabetes, heart disease, cancer, 
poliomyelitis, obstetrics, pediatrics, dermatology, 
genitourinary conditions, hypertension, anesthesia, 
tuberculosis, jaundice, laboratory diagnosis, x-ray 
diagnosis, and physical medicine as applied to 
the treatment of arthritis. 

Correlated with the lecture meetings will be 
a wide variety of clinical conferences. In these 
conferences diagnosis and treatment will be 
stressed by medical leaders from all sections of 
the country. 

The General Scientific Meetings in the St. 
Louis Opera House twice daily, an elaborate 
scientific exhibit with at least six demonstra- 
tion units planned for each half day, and tech- 
nical exhibits by more than one hundred leading 
firms will offer special attraction. At night, distin- 
guished speakers will be featured, the award of 
the general practitioner medal will be made, and 
entertainment will be provided by stars of the 
amusement world. 

On the eve of the Interim Meeting, Saturday, 
November 27, the first national Public Relations 
Conference will be held at the Statler Hotel 
under the sponsorship of the American Medical 
Association. 

All reservations must be received before No- 
vember 9. They must be cleared through the 
Chairman, Subcommittee on Hotels, American 
Medical Association, Hotel Reservation Bureau, 
1420 Syndicate Trust Building, St. Louis 1, Mo. 


_ 


NATIONAL DIABETES WEEK 
DECEMBER 6—12 


An appeal to the practicing physicians of this 
country to take the lead in the fight against dia- 
betes is currently being made by the Committee 
on Diabetes Detection of the American Diabetes 
Association, and National Diabetes Week begin- 
ning Dec. 6, 1948 is being sponsored. Through 
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their district and state medical societies and 
through local diabetes associations, physicians 
are urged to launch a full scale attack on this 
disease, which ranks eighth among the leading 
causes of death. 

It is pointed out that the mortality rate for 
diabetics first seen when a complication has oc- 
curred is three times the rate for those first seen 
earlier and before impairments have developed. 
Too, surveys indicate that there are at least a 
million persons in the United States and Canada 
suffering from diabetes in whom the disease is 
undiagnosed. The discovery and treatment of 
diabetes mellitus at an early stage are therefore 
of major importance and have a particular claim 
upon the attention of all practicing physicians. 

With the future for the diabetic patient under 
modern treatment actually brighter and more 
hopeful today than ever before, the committee 
urges active participation of medical societies in 
the present movement at both state and county 
levels through their committees on diabetes, on 
postgraduate instruction and on public relations, 
and through women’s organizations, especially the 
women’s auxiliaries of the medical societies. A 
growing number of local diabetes associations are 
accepting the challenge. They are being assisted 
by the American Diabetes Association in attain- 
ing such objectives as making available more 
graduate courses in diabetes for physicians, pro- 
viding better laboratory services and helping with 
instructions for patients. 

aw 


DIAMOND JUBILEE OF NURSING 
NOVEMBER 14—20 


The Diamond Jubilee of -Nursing, Nursing 
Progress Week and Linda Richards Day will 
be celebrated on a nationwide scale during the 
week of November 14-20. A committee of 
seventy leaders in public life, including President 
Truman, ex-president Herbert Hoover and Sena- 
tor Arthur H. Vandenberg, will cooperate with 
the American Nurses’ Association in sponsoring 
the occasion. A coast-to-coast program of activi- 
ties will highlight the history and progress of 
nursing to the present day and pay tribute to 
the 320,000 registered professional nurses of 
America. 


The Jubilee is expected to focus public at- 
tention on the extension and improvement of 
nursing service through the improvement of 
schools of nursing, economic security for all 
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nurses, adequate licensure laws and more effec- 
tive counseling and placement of both prospec- 
tive students and graduate nurses. A most 
important objective is to stimulate the recruit- 
ment of 40,000 additional students for approved 
schools of nursing, desperately needed if pro- 
fessional nursing needs are to be met. 

It was in 1873 that Linda Richards, the 
Florence Nightingale of America, was graduated 
from the New England Hospital for Women and 
Children in Boston as America’s first nurse spe- 
cifically educated for a professional career. The 
year of her graduation saw the establishment of 
the first three American schools of nursing based 
on the Florence Nightingale system. This great 
pioneer, whose foresight, courage and energy 
made modern professional nursing _ possible, 
founded eleven schools of nursing in this country 
and one in Japan, where she taught for five years. 
She is also credited with the organization and 
direction of the earliest schools of nursing in hos- 
pitals for the mentally ill. 

In the three quarters of a century of its 
existence modern trained nursing has moved from 
height to height until today the nurse is an in- 
dispensable part of American life. In the words 
of Pearl McIver, the president of the American 
Nurses’ Association, “Her skill, courage, intelli- 
gence, loyalty, tenderness, self sacrifice and 
strength of character have served the nation in 
peace and war. The Diamond Jubilee will remind 
us that wherever nature and man assail life, 
the nurse, eternal aide and colleague of the 
physician, is there to save it.” 
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Dr. Joseph M. Bistowish, Jr., assistant direc- 
tor of the Alachua County Health Department, 
has been granted a leave of absence to take a 
postgraduate course in public health at the Johns 
Hopkins University. 





Sw 
Dr. James B. Hall, director of the Division 


of Cancer Control, Florida State Board of Health, 
has been given a leave of absence to take a nine 
months’ course in public health at the University 
of California. 


a 
Dr. Charles O. Parker, Jr., of Waycross, Ga., 
has been appointed health officer of the Lake 
County Health Department with headquarters 
at Tavares. He succeeds Dr. R. J. Dalton, who 
resigned. 
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Dr. Edward C. Love, Jr., of Quincy has been 
appointed health officer of the unit composed of 
the Gadsden, Liberty and Calhoun County 
Health Departments. Headquarters are at 
Quincy. 

Zw 


MEDICAL OFFICERS RETURNED 


Dr. Claude Anderson, who entered military 
service on July 15, 1941, received his discharge 
on June 30, 1947. His address is 302 Blount 
Building, Fort Lauderdale. He held the rank of 
Commander. 


Pa 


Dr. Royston Miller, who entered military 
service on April 1, 1942, received his discharge 
on May 28, 1946. His address is 502 East 
Colonial Drive, Orlando. He held the rank of 
Lieutenant Commander. 


Pa 


Dr. Bernard L. Rhodes, Jr., who entered mili- 
tary service on Dec. 18, 1943, received his dis- 
charge on May 1, 1947. His address is Univers- 
ity Infirmary, Gainesville. He held the rank of 
Lieutenant in the United States Navy. 


4 


Dr. Eugene G. Peek, Jr., who entered mili- 
tary service on July 7, 1946, received his dis- 
charge on July 7, 1948. His address is Com- 
mercial Bank Building, Ocala. He held the rank 
of Captain. 


4 


Dr. George H. Massey, who entered military 
service in 1946, received his discharge on Aug. 
25, 1948. His address is Quincy. He held the 
rank of Captain in the Army. Dr. Massey re- 
turned recently from Berlin, Germany, where he 
served for two and one-half years. He is a son of 
Dr. Wm. M. Massey. 


aw 


SITUATION WANTED: Otolaryngology and ophthal- 
mology association with group or with private physician 
by Board eligible physician; graduate of Grade A south- 
ern medical school; physically fit; 40 years of age. Write 
69-19, P. O. Box 1018, Jacksonville, Fla. 
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For the past several months plans have been 
formulating in connection wth the Association’s 
Seventy-Fifth Annual Convention to be held next 
April at the Belleview-Biltmore Hotel in Belleair, 
There is every indication that this will be an out- 
standing occasion. 


The assembly room for the scientific assem- 
blies will be cool and is equipped for darkening 
when a projecting lantern is used. Dr. Chas. 
J. Collins, chairman of the Scientific Work Com- 
mittee, urges that every member who wishes to 
read a paper at the scientific assembly should 
make application not later than during the month 
of November. His address is 1503 Kuhl Ave- 
nue, Orlando. The applicant should submit a 
copy of his paper or a fifty-word synopsis. 


The specialty groups, who meet on the Sun- 
day preceding the opening of the state meeting, 
will find their assembly rooms unusually pleasant. 
It is anticipated that all specialty groups will 
be able to meet on the hotel grounds. 


On September 21, Dr. Douglas D. Martin, 
president of the Hillsborough County Medical 
Society, appointed Dr. David R. Murphey, Jr., 
as Cabinet Chairman. Dr. Francis H. Langley, 
president-elect of the Pinellas County Medical 
Society, appointed Dr. M. Eldridge Black as 
Cabinet Chairman. At an evening meeting on 
the same day Drs. M. Eldridge Black, David 
R. Murphey, Jr., Herschel G. Cole, Francis H. 
Langley, Stewart G. Thompson and Mr. Ernest 
R. Gibson met to discuss plans for local society 
committees. President Martin was out of the 
state and Dr. Cole, secretary of the Hillsborough 
County Medical Society, sat in as his proxy. 


Since this is a joint invitation from the two 
societies, it was decided to have six local com- 
mittees from each as a matter of convenience. 
There are twelve local committees, six chosen 
by each Cabinet Chairman to represent his 
society. 


Pa 


Dr. William D. Wells of Fort Lauderdale 
recently joined the Broward County Medical So- 
ciety and the Florida Medical Association. Dr. 
Wells will limit his practice to urology. 








0 


SO 





-~- Oo SS 


D 








J. Froripa M. A. 
NoveMBER, 1948 


On September 27, Dr. Irby H. Black, secre- 
tary of the Madison-Suwannee County Medical 
Society and Councilor of District 2, called a 
meeting of doctors of both counties to discuss the 
advisability of having two separate county medi- 
cal societies. Twelve doctors were present. Dr. 
Stewart Thompson attended in an advisory capa- 
city at the request of Dr. Black. A number of 
the doctors present are not now members of the 
county medical society so the matter is to be 
held in abeyance until a sufficient number of 
doctors have joined to make separate county 
medical societies advisable. 


Pa 


Dr. Jess V. Cohn, formerly of Miami Beach, 
has accepted a position as Assistant Superinten- 
dent of Central State Hospital in Indianapolis, 
Ind. He also will hold a teaching post at the 
College of Medicine of the University of Indiana. 
Dr. Cohn has been a member of the Florida 
Medical Association for the past twelve years. 


4 


Dr. Arnold S. Anderson of St. Petersburg won 
the silver pitcher of the Internal Medicine Sec- 
tion at the American Medical Golfing Association 
event which was held at Olympia Fields during 
the annual meeting of the American Medical 
Association in Chicago. 


P24 


Dr. Harrison G. Palmer has returned to St. 
Petersburg after Visiting hospitals and clinics 
throughout the Northwest. While on his trip, 
which included the A. M. A. convention, Dr. 
Palmer motored to Seattle, Portland, Salt Lake 
City, Denver and the Yellowstone National Park. 


Pa 


Dr. Wallace H. Mitchell of Key West has 
opened offices for the practice of general medicine 
there after completing an internship at the Jack- 
son Memorial Hospital in Miami. 
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Dr. Ralph N. Greene, Jr., recently announced 
the opening of offices at 1024 LaSalle Street, 
South Jacksonville. Dr. Green will limit his 
practice to ophthalmology. 


sw 


Dr. John P. Gifford of Vero Beach was the 
guest speaker at a meeting of the local Rotary 
Club in September. The subject of Dr. Gifford’s 
address was “Modern Medicine.” 


Pa 


Many physicians in the Greater Miami area 
attended a symposium on vascular diseases which 
was held at the Pratt Veterans Administration 
Hospital in Coral Gables on September 16. The 
program included the following papers which 
were presented by three Emory University pro- 
fessors and a Veterans Administration physician: 
“Radioactive Isotopes As Tracers in Peripheral 
Vascular Disturbances,’ Dr. Fred W. Cooper, Jr., 
assistant professor of surgery at Emory; “Con- 
trast Visualization of the Vascular System,” Dr. 
David F. James, chief of medical service at 
Emory University Hospital; “Surgical Treatment 
of Thrombo-Embolic Diseases,” Dr. Ira A. 
Ferguson, associate professor of surgery at 
Emory; “Low Protein Diet in Treatment of Con- 
gestive Heart Failure,” Dr. Walter M. Bartlett, 
chief of medical division, Veterans Administra- 
tion, Atlanta. 
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BIRTHS 


Dr. and Mrs. Edward S. Miller, St. Augustine, an- 
nounce the birth of a son, John Humphrey, on Aug. 25, 
1948. 


MARRIAGES 


Dr. Donald H. Anderson of Port St. Joe and Miss 
Mary P. Clark of Roanoke Rapids, N. C., were married 
on Sept. 4, 1948, in Panama City, Fla. 


DEATHS——MEMBERS 


Dr. Geo. C. Overstreet, Lakeland Sept. 14, 1948 
Dr. James H. Pittman, West Palm Beach... Sept. 24, 1948 
Dr. Francis B. Enneis, Jacksonville Sept. 30, 1948 


DEATHS—-OTHER DOCTORS 
Dr. William A. Brewer, Cowan, Tenn. May 24, 1948 
Dr. Edward P. Brewer, Miami ; May 10, 1948 
Dr. Heywood H. Hopkins, Rochester, N. Y. May 13, 1948 
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Editor’s Note: 

The purpose of the Academy is to promote a program 
of public relations under the supervision of the Florida 
Medical Association. At present all officers and members 
of the Academy are also members of the Florida Medical 


Association. 


NEWSPAPER EDITOR’S VIEWS ON 
COMPULSORY HEALTH INSURANCE 


Numerous editorials on some aspects of so- 
cialized medicine appear in the newspapers of 
the state from time to time. Many of these are 
favorable. Even when highly critical of the 
medical profession, the suggestions are generally 
of a constructive nature. However, some criti- 
cisms are unjust and have implications not war- 
ranted by the facts. We believe it to be the 
duty of the Academy to answer such newspaper 
editorials. The following editorial appeared in 
the September 9 issue of the Indian River News. 
It is reproduced here in full together with the 
Academy’s reply. 


“HIPPOCRATIC ....OR ELSE” 
Dale Wimbrow 


The doctors of this country are worried. 
Things are brewing that point to another facet of 
socialization, namely (to quote “Li’l Abner”) 
socialized medicine. 

Personally and privately, we hate the word 
socialism almost to the point of nausea. But there 
is always another side to a question, and some 
more grass on the other side of the fence. When 
you read statistics like the following you’ve got 
to squint one eye and start cogitating: “Nearly 
a half million people in this country die each year 
because they can’t pay their doctor.” 

Now, if a man dies because he’s been careless, 
or reckless, or foolish, or short sighted, or greedy, 
or crooked, or dishonest, or gluttonous, or intem- 
perate, or just plain mean (as many, of course, 
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do) that’s one thing. But if a man or woman is 

just bitten by some obscure little microbe they 

can’t see, and they die; because they can’t scrape 

up sufficient mazola to pay the medical freight 
. that’s something else. 


It is decidedly something else. And it shouldn’t 
be . . . and it won’t be much longer. And the 
Doctors might as well get in line with modern 
thinking and stop militating against the bugaboo; 
“Socialized medicine.” 


If it takes socialized medicine to stop this ex- 
travagant waste of human life; then “Doc”... 
it’s gonna be socialized medicine; and you can 
lay to that, and we can tell you some of the 
reasons..Lack of ability to pay for medical services 
is killing not only “people”... it’s killing off 
the breed which was suckled at the breast of in- 
dependence, and raised on the doctrine of individ- 
ual initiative, and enterprise. Now, just in case 
we didn’t make that plain, we mean the breed who 
are too proud to accept charity; or to ask for a 
handout. Lack of ability to pay is a common af- 
fliction of most of us these days; because, after 
the major part of our earnings goes to the butcher, 
baker, and gadget maker . . . we just can’t afford 
to get sick; and if we do . well, you can 
finish that sentence in your own language. 

Now the doctors have their side of it. We have 
seen, in our nearly three score years, three of 
our family doctors kill themselves with over- 
work. We saw “Doc” Holland wear out four 
horses, beginning back in our boyhood with old 
“Prince,” and working up to a model T “Lizzie.” 

“Doc” took us on his maiden voyage in that 
“Lizzie.” He had just learned how to drive; but 
“Minnie,” his last hoss, was still fresh in his mind. 
When we finally came to an unexpected water 
hole in the road, “Doc” rared back on the wheel 
and hollered, “Whoa! Minnie! Whoa!” But 
“Lizzie” wasn’t “Minnie,” and didn’t know that 
language anyhow; so we wound up over the 
hubs in the hole; and had to be towed out by 
Ike Lewis’ team across the branch. Ike’s daughter 
was busy having a grandson for him; but she 
waited ’till “Doc” got there, and took off his 
shoes. 


“Doc” had one price. It was a dollar. That 
went for day and night. If a kid had a green 
apple bellyache “Doc” got up in the middle of 
the night and gave him some bicarb or pepper- 
mint extract, or an emetic, or something. He even 
got up to patch up a quarrel between two 
newlyweds. 

“Doc” seldom got paid, never slept, and died 
of Angina . . . “Doctor’s disease” they used to 
call it. “Doc” never asked if a man had dough 
enough to pay him for a call. He “Called” first; 
and found out whether there was any dough later. 
He lived a full life while he lived. Raised a nice 
family of girls and boys, and sang tenor in the 
church choir . . . even if he had to break off 
on a high note to go put a poultice on a case 
of poison ivy. “Doc” did his duty as he saw it 
. . . Everybody loved him . . . most of ’em paid 
him when they could . .. and he went to 
Heaven just as sure as there’s a Heaven. 

He went to college at great expense, and even 
in those days a day laborer made as much clear 
money as “Doc.” He had a notion that a doctor 
was a sort of a public servant like a preacher, and 
a school teacher put down on this vale o’ tears to 
help ease the miseries of his fellowman. It was 
a crackpot notion, or was it? 

All the Doctors were mostly of that “notion” 
in those days. Few of them were rich . . . or tried 
to be .. . or ever expected to me. The “Ol’ Doc 








<XXV 


wr © SS 





J. Froripa M. A. 
NovEMBER, 1948 





Pills’ of those days seldom charged top money 
for standard specifics. There were a few pink- 
colored flour pellets dispensed to neurotic charac- 
ters or those perfectly healthy hypochondriacs 
who insisted upon being invalids. But in the main 
“Doc” sold only a little medicine . . . and at 
modest prices. His pills sold at what the phar- 
maceutical supply house charged him. “Doc” was 
“old Fashioned,” maybe, according to modern 
standards; but he was the “old Fashioned” kind 
that Heaven is full of; and they didn’t talk 
about “socialized medicine” in those days. 

We don’t know just what direction public 
thinking is going to take. We have a great deal 
of sympathy for the doctors. We know that their 
knowledge, and skill is acquired at great pains, 
and at great expense. We know that hunger can 
chew at their vitals the same as though they 
hefted a pick axe, or a plow handle, or a 
plumber’s wrench. They are human. 


Hippocrates was human too, but he ranks 
up there with the saints of legend. A doctor to 
most of us is a haven of refuge ... a calm 
harbor in a storm. He’s the last resort of a pri- 
vate layman driven to desperation by strange, and 
mysterious circumstances. When he dons the 
Hippocratic robe he wears a garment that will 
always be too big for any man. We have a great 
reverence for a doctor. 


But we can’t have a half million people 
dying because they are too proud to admit that 
they can’t pay for the privilege of sitting under 
a physician’s ministering hands. The ministering 
hands have now become too expensive. The price 
of a physician’s services are just too steep for the 
average man’s family today; unless, the family is 
on the relief list and taken care of by the county 
or a charitable organization. 

At this time it might be just as well to point 
out that the very taxpayer who supports the relief 
rolls, and makes free medical care possible for 
those unable to stand the expense; that same tax- 
payer can’t afford to pay the price to keep 
his own family in good health. So what? They 
either die from neglect, or the taxpayer puts a 
mortgage on his home. So what again? The guy 
who wants to pay ... and can’t afford it... 
dies off. The guy who can’t, or won’t pay is 
nurtured. The thing is lopsided, and some ad- 
justment is going to be made sooner or later. 

We believe a laborer is “worthy of his hire.” 
The doctors are “worth” anything they can get; 
but it is a question of what the traffic can stand 
that confronts the average man today. The price 
of medical care has simply reached the satura- 
tion point. 

No Doctor, who calls himself a Doctor, has 
a right to refuse a “call” regardless of whether 
he ever gets paid. That’s “cold turkey;” but it 
is an implied compliment. A doctor is not just 
another guy with a handsaw, or a trowel, or a 
plumb-bob. Those jobs can be done by a million 
other men today .. . or next week. A carpenter's 
job can wait ... a human life can’t. 

Every time a Doctor refuses a call, for any 
reason whatsoever, he moves “socialized medicine” 
ahead by six months. Lack of money should con- 
demn no man or woman to a preventable death. 
Nor should it be necessary for medical care of 
the indigent to be administered on the basis of 
charity. There is a solution to the problem and 
from where we sit we would say that the A. M. A. 
has the greatest interest at stake. 

The great American Medical Association of 
doctors can work the thing out . . . for God help 
‘em ...and us... if the politicians have to do 
it. 
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FLORIDA ACADEMY OF PUBLIC 
MEDICINE 


404 Florida Theatre Building 
Jacksonville 2, Florida 
September 24, 1948 


Mr. Dale Wimbrow, Editor and Publisher 
Indian River News 
Sebastian, Florida 


Dear Editor: 


You editorial “Hippocratic . . . Or Else” in 
the September 9 issue of the News is thought- 
provoking. Your desire to have adequate medi- 
cal care for everyone is highly laudable. With 
that the medical profession will readily agree. 
We are unable to concur completely with your 
analysis of the situation. 

In the few paragraphs of your editorial you 
have introduced many angles to the problem of 
medical care. You have mentioned issues con- 
cerning which volumes already have been written, 
on both sides of the question. No one editorial 
can possibly do justice to the over-all problem. 
It leaves too many things unexplained and makes 
implications which may or may not be justified. 

You have issued a friendly warning to the 
medical profession, together with a challenge. 
You believe that the combined efforts of national, 
state, and local medical societies can meet this 
challenge, but that the time is short and action 
must not be delayed. The medical profession 
appreciates and shares your confidence but, Mr. 
Editor, we can’t do it alone. The press will have 
to help. 

You seem greatly concerned over the failure 
of physicians to follow the oath of Hippocrates 
to the letter. Many of us will have to plead 
guilty, since so few doctors are perfect. I do 
think, however, that the majority of physicians 
make an honest effort to approach this state of 
perfection. I shouldn’t be surprised but that we 
come just about as close as do the members of 
other professions in adhering to their codes of 
ethics, not excepting newspapermen. 

I should like the privilege of making a few 
observations concerning certain statements and 
implications contained in your editorial which do 
not appear to be entirely clear. I should like to 
carry your own line of reasoning just a bit 
farther. 

You state that this editorial was stimulated 
by reading that “Nearly half a million people in 
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this country die each year because they can’t 
afford to pay their doctor.” This gives cause 
to wonder how your informant arrives at that 
particular figure with the implication that in- 
ability to pay, and that alone, is the reason they 
die; that if in some manner their doctors get 
paid they unquestionably will live, nothing else 
can kill them; that if the money were made 
available to them there can be no question but 
that it would go to their doctors, or if the bill 
had already been paid, in some manner, all would 
take full advantage of their opportunities, with- 
out exception. 

Your picture of the “Doc” of your boyhood 
days evokes fond memories in many of us. Of 
course I agree with you on this and, as a 
physician can visualize still other aspects about 
which the public never knows. Old “Doc” de- 
serves all the credit he can get, although it comes 
posthumously. 

Without wishing to take a thing away from 
the old time practitioner, I should like to add 
a few more ideas just to balance the picture. 
Your “Doc” never refused to get up in the middle 
of the night to administer relief for a bellyache, 
which probably started long before the doctor 
went to bed. Is it not possible that there have 
been times that attention to bellyaches forced 
the doctor to delay reaching a seriously ill pa- 
tient, just a little too long? 

I wonder how many patients received less 
than the best your old-time doctor was able to 
give simply because he was too tired to think 
clearly. Ask yourself what kind of newspaper 
you are likely to publish if required to go night 
after night with interrupted sleep, sometimes 
none at all. 

Your “Doc” died of a heart ailment brought 
on by overwork and improper rest. Surely there 
must have been many other persons he could 
have treated, much misery he could have les- 
sened and numerous lives he might have saved 
had he not died so soon. 

It doesn’t seem quite fair to ask for the re- 
turn of the old-fashioned doctor with his “Lizzie” 
and his horse and buggy equipment. He would 
be a pretty lonesome chap. Gone would be the 
old-fashioned laborer he knew. The one who 
finished the job regardless of when the whistle 
blew. The worker who knew nothing about 
overtime, portal-to-portal pay, collective bar- 
gaining and other like terms. Memory carries 
me back to some newsaper offices of long ago. 
I can’t believe that your modern-looking paper 
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comes from that sort of plant, nor that it is 
the work of that type editor. 

Naturally the medical profession does not 
desire federal control and supervision of medical 
care. We know that the profession would be hurt 
much less than the public, who will be paying 
the bill. I should say paying the bills, for after 
all, most citizens who are able to pay for private 
medical care will do so, even though they will be 
paying taxes for political medicine as well. If the 
proponents of so-called federal health insurance 
could actually deliver any reasonable proportion 
of what they promise the situation would not be 
quite so frightening. 

You know you don’t want political control 
of medicine. You say so. If it happens to us 
it will also happen to you eventually. Gone will 
be the free press. You know as well as I that 
Franklin Roosevelt and “Red” Pepper and all 
of their ilk were, and for the most part still are, 
only interested in socialized medicine for the 
political benefit that would accrue to them. 

You infer that the medical profession has as 
yet done nothing to correct the situation. Do 
you think that is quite fair? Today there are 
voluntary prepay hospital and medical care plans. 
These are known as Blue Cross and Blue Shield. 
These may not be the complete answer but at 
least they are a start. They are expanding rapidly 
and in so doing the extent of coverage is being 
increased. The better these plans are known the 
more likely they are to reach everyone. The 
press can be a big help. Frankly we have been 
disappointed at the assistance coming from the 
newspapers. It seems not quite cricket to criti- 
cize us for failing our job and not giving your 
full cooperation to help accomplish the mutually 
desired objective. 

I liked your editorial in spite of all the grum- 
blings. - I’m glad you didn’t pull your punches. 
I wish more editors would speak out their views. 
Thanks for bearing with me in this lengthy 
reply. 

Sincerely yours, 
Shaler Richardson, M.D. 
Secretary 

The Academy will appreciate receiving any 
press clippings of news stories and editorials con- 
taining criticisms of the medical profession. The 
Academy then can present to such editors in- 
formation which will better explain the position 
of the medical profession, and show the fallacies 
of many arguments advocating a change in 
medical practice in this country. 
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BAY 

Members of the Bay County Medical Society 
were addressed in September by John Ferrell, 
nuclear physicist from the United States Navy 
Mine Countermeasures Station. The speaker dis- 
cussed the fundamentals of atom-smashing and 
its relation to medicine. 

Society members present include Drs. J. Powell 
Adams, Chas. T. Barton, Lemuel F. Coxe, Jr., 
Charles H. Daffin, James E. Kerr, M. J. Lingo, 
Amsie H. Lisenby, Martle F. Parker, William 
C. Roberts, C. W. Shackelford and Russell T. 
Stewart. Dr. Jack Corbitt was a guest at the 
meeting. 
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DESOTO-HARDEE-HIGHLANDS-CHARLOTTE- 
GLADES 


At the Sept. 14, 1948 meeting of the DeSoto- 
Hardee-Highlands-Charlotte-Glades County Med- 
ical Society, Dr. Harold Carron of Tampa spoke 
on “Anesthesia.” 


P24 


MADISON-SUWANNEE 
Dr. John N. Sims of Toccoa, Ga., and Dr. J. 
Dillard Workman of Lake Worth have trans- 
ferred their practices to Live Oak and have ap- 
plied for admission to the Madison-Suwannee 
County Medical Society. 


sw 


MONROE 
The members of the Monroe County Medical 
Society met with the staff of the United States 
Naval Hospital, Key West, at the Officer’s Club to 
hear a paper on “Heart Disease” by Dr. Franz 
H. Stewart of Miami. 


a 


PINELLAS 
At a recent meeting of the Pinellas County 
Medical Society, the speakers were Drs. Claude 
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B. Wright and Arnold S. Anderson. They were 
introduced by Dr. Francis H. Langley. 

Dr. Wright spoke on “Placenta Praevia.” 
His paper was discussed by Drs. Raymond H. 
Center, Woodrow B. Estes and Edward V. 
Pollard. 

Dr. Anderson’s paper was entitled ‘Report 
on Project A. M. A. 1948.” 


SEMINOLE 
The regular meeting of the Seminole County 
Medical Society was held on September 15 with 
Dr. Harry Z. Silsby presiding. The topic of dis- 
cussion following the dinner was community 
service. 


FRANK LEROY HALL 


Dr. Frank L. Hall of Sarasota died on July 
14, 1948 at his summer home in Grand Isle, Vt. 
He was 50 years of age. 

Dr. Hall was born in Westfield, N. J., and 
received his medical education at the Georgetown 
University School of Medicine in Washington, 
D. C., from which he was graduated in 1925. His 
internship was served at Gallinger Muncipal Hos- 
pital in Washington. He was licensed to prac- 
tice medicine in Vermont in 1933 and in Florida 
in 1945. Dr. Hall had done postgraduate study 
at Johns Hopkins University and the McGill 
Medical School in Montreal, Canada. 

At the time of his death, Dr. Hall was city 
health officer of Sarasota, a position which he 
also had held in previous years. He specialized 
in geriatrics. Dr. Hall was a member of the 
staffs of the Sarasota Hospital and of the Mary 
Fletcher and Bishop DeGoesbriand hospitals in 
Burlington, Vt. 

He was a member of the Sarasota Medical 
Society, the Florida Medical Association and the 
American Medical Association. 

Survivors include his widow, Mrs. Marion 
Hall, and two daughters, Blanche and Bunny. 
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GEORGE CLENON OVERSTREET 

Dr. George C. Overstreet of Lakeland died 
of a cerebral hemorrhage on Sept. 14, 1948 in 
the Tampa Municipal Hospital. He had suffered 
the hemorrhage four days previously in a hotel 
in Tampa, where he had gone to consult a spe- 
cialist under whose care he had been for some time. 
He was 55 years of age. 

Dr. Overstreet was born on Aug. 4, 1893 
in Baxley, Ga. He was graduated from Emory 
University School of Medicine in Atlanta 
in 1917 and in 1925 opened offices in Lakeland 
where he had practiced until the time of his 
death. Since 1939 Dr. Overstreet had been city 
health officer in Lakeland. 

The surgeon was a member of the Polk Coun- 
ty Medical Society, the Florida Medical Associa- 
tion, which he served in the capacities of coun- 
cilor and committeeman, and the American 
Medical Association. 

Locally, he was affiliated with the Masonic 
order and the Egypt Temple of the Shrine, Tam- 
pa. Dr. Overstreet was a member of the Metho- 
dist church. 

Survivors include his widow, Mrs. Jimmie 
Barnes Overstreet: a daughter, Mrs. C. V. Nal- 
ley, Gainesville, Ga.; his mother, Mrs. Mazelle 
Overstreet, Baxley, Ga.: and two grandchildren. 


JAMES WALKER SMITH 


Dr. James W. Smith of Miami died on Aug. 
14, 1948 in the Jackson Memorial Hospital. He 
was 79 years of age. 

Dr. Smith was born in 1869 in Beetown, Wis. 
He received his medical degree in 1894 at the 
Northwestern University Medical School. In 1901 
he went to the Philippine Islands, where he first 
engaged in military medical service, then in the 
United States Public Health Service, and even- 
tually in private practice. 

While in residence in the Philippines he served 
as chief surgeon of Bilibid Hospital in Manila 
and also was affiliated with St. Paul’s, St. Luke’s 
and Philippine General hospitals in Manila. At 
one time he was chief surgeon of Baguio Hospital 
in Baguio. Dr. Smith had conducted extensive 
research on beri-beri, Asiastic cholera and bu- 
bonic plague. 
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In 1925 Dr. Smith located in Miami, where 
he engaged in limited practice. His special skill 
in bone surgery was enhanced by postgraduate 
courses at the Royal College of Vienna, Austria. 
He also had done postgraduate study at the 
University of Chicago. 

Dr. Smith was a member of the Dade County 
Medical Association, an honorary member of 
the Florida Medical Association and a fellow of 
the American Medical Association. He also was 
a member of the Manila Medical Society and 
a fellow of the American College of Surgeons. 

He is survived by his widow, Mrs. May 
Smith of Miami. 


FRANK LESLIE SNYDER 

Dr. F. Leslie Snyder of Fort Lauderdale died 
on July 28, 1948 in the Good Samaritan Hos- 
pital in West Palm Beach. Dr. Snyder had suf- 
fered head injuries three days previously in an 
automobile accident near West Palm Beach. He 
was 37 years of age. 

Dr. Snyder was born on Nov. 13, 1910 in 
Hamilton, Ohio. He received his medical degree 
from the Ohio State University College of Medi- 
cine in Columbus in 1935. Following graduation, 
he served as resident surgeon at Jackson Mem- 
orial Hosptal in Miami. 

He was a staff member of the Hollywood 
Clinic for several years prior to World War 
II. He entered the United States Army, serving 
as flight surgeon in the Air Corps, and was 
separated from the service in 1946 with the 
rank of major. Since that time he had practiced 
medicine and surgery in Fort Lauderdale. He 
was a member of the staff of Broward General 
Hospital. 

Dr. Snyder was a member of the Broward 
County Medical Society, having served as _ its 
secretary in 1946. He also was a member of the 
Florida Medical Association, the American 
Medical Association, the American College of 
Surgeons and the Southeastern Surgical Congress. 

Survivors Mrs. Marie 
Lackey Snyder; a daughter, Leslie; a son, Rich- 
ard L.; his parents, Mr. and Mrs. F. L. Snyder 
of Hamilton, Ohio; Miss Claire 
Snyder of Fort Lauderdale. 
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associated with postoperative inactivity, 












restricted diets, pregnancy, as well as in 
simple constipation—Metamucil gently 
initiates reflex peristalsis and movement 
of the intestinal contents. 

The “‘smoothage” therapy of Metamucil 
enables the colon to clear itself without 


irritating the mucosa. 


Metamucil® is the highly 
refined mucilloid of 
Plantago ovata (50%), 


METAMUCIL 


a seed of the psyllium 





group, combined with 
dextrose (50%) as a dis- 


persing agent. 
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RESEARCH IN THE SERVICE OF MEDICINE 


SEARLE 


G. D. SEARLE & CO., CHICAGO 80, ILLINOIS 
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*“A fourth for bridge? Well . 


call the BYRON THOMPSON MAN™ 


ELL, maybe it is a little exag- 

gerated to call the Byron 
Thompson Man to make a fourth 
at bridge. But that’s about the 
only thing around a hospital for 
which you can’t call him—to your 
advantage! 

Apparatus? Equipment? Sup- 
plies? We have them all! The items 
stocked for your selection cover all 
the better-known brands. Some- 
thing out of whack? That Byron 








Thompson Man can fix it. 

And if you have a stock-room 
problem, hand that right over to 
the Byron Thompson Man, too! 
Our complete stocks of even rare 
and strange drugs and supplies is 
so complete, that you can save 
time, money and a perpetual strug- 
gle with a perpetual inventory, sim- 
ply by calling the Byron Thomp- 
son Man! 


Byron Thompson ¢ Company 
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WOMAN’S AUXILIARY 


To TH2 
FLORIDA MEDICAL ASSOCIATION, INC. 


OFFICERS 
Mrs. L. E. Parmtey, President.......... Winter Haven 
Mrs. C. F. Hentey, President-elect........ Jacksonville 
Mrs. R. J. Jaun, Ist Vice Pres......... Winter Haven 
Mrs, C. R. DeArmas, 2nd Vice Pres.....Daytona Beach 


Mrs. R. G. Lewis, 3rd Vice Pres..... West Palm Beach 
Mrs. B. A. WiLkinson, 4th Vice Pres..... Tallahassee 
Mrs. C. R. Morcan, Jr., Recording Sec’y.....Miami 
Mrs. F. E. Bewx, Corresponding Sec’y......... Gainesville 
on; TW. 5. ROR. BOO 6 c:cs.c0ncscscccee Lakeland 


COMMITTEE CHAIRMEN 


Mrs. C. D. Roxurs, Editorial............/ Jacksonville 
Mrs. J. R. Boutware, Jr., Finance............ Lakeland 
es Oe Ba Ss cine 4 sc0d0 ses cened Orlando 
oe, S.C Ss ohio cic cccccccees Tampa 
Mrs. C. H. Murpnuy, Postwar Planning........ Bartow 
Mrs. S. R. HicctnsotHamM, Jr., Program.......... Tampa 
Mrs. J. L. Anperson, Public Relations............Miami 
Mrs. T. A. Snow, Student Loan Fund....... Gainesville 
Mrs. R. A. Witson, Archives..........ceeeeeee Sarasota 
Mrs. R. J. JaAun, Organization.......... Winter Haven 
Mrs. F. W. Kruecer, Revisions............ Jacksonville 
Mrs. W. C. Wixiiams, Jr., Historian.. West Palm Beach 
Mrs. L. M. Jenkins, Parliamentarian............- Miami 
Doe: B. Th. PRE, Ts 000506 cc028e0csecs Orlando 





319 


Advertisement 

















ROLE OF AUXILIARY IN PUBLIC RELATIONS 

The Public Relations Committee of the 
Woman’s Auxiliary is proving in many ways 
to be of valuable assistance to the Association. 
More emphasis has been placed on a health edu- 
cation program. There are innumerable methods 
by which this can be accomplished. 

It is the desire of the public relations chair- 
man to have every doctor’s wife an Auxiliary 
member and every Auxiliary member a_ public 
relations worker whether or not she may be on 
such a committee. Some may ask how this can 
be done. Some projects which have the approval 
of the Association in which the Auxiliary may 
help follow. 

1. Watch the weekly, or semiweekly, news- 
papers for ‘““Health Topics.” This is an educational 
column released by the Florida Academy of 
Public Medicine as a public relations project of 
the Florida Medical Association. Advise the 
proper county medical society officer of the local 
publication of ‘Health Topics.” 

2. Listen for medical radio programs being 
sponsored by the local medical society and for 
network programs sponsored by the American 
Medical Association. Report these programs to 
the proper county medical society officer and urge 
friends to listen to them. 

3. Cooperate with your local county medical 
society Speaker’s Bureau in connection with 


From where I sit 
4y Joe Marsh 









Sam’s Hens 
Wear Spectacles! 


Yes, it’s a fact! Sam’s brood of 
two dozen hens are wearing spectacles 
—which he bought from a mail-order 
house in Capitol City. 

Sam says it works (and big poultry 
raisers say so, too). The hens see each 
other through soft colored glasses, and 
instead of fighting and picking at each 
other, they’re placid, gain weight, and 
lay more eggs. 


Makes me almost wish we could 
have rose-colored glasses for human 
beings, too. So that instead of quarrel- 
ing and criticizing, like we generally 
do so much of the time, we’d simply 
live and let live in contentment. 


From where I sit, the human race 
wastes a powerful lot of time in wran- 
gling over minor issues . . . whether 
a man should drink beer or cider... 
whether a woman should wear slacks 
or skirts . . . instead of seeing each 
other through ‘‘spectacles’’ of toler- 
ance that enable us to live-and-let-live 
like Sam’s brood of chickens. 


Gre Worse 





Copyright, 1948, United States Brewers Foundation 
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THE ATLANTA GRADUATE MEDICAL ASSEMBLY 
January 24-25-26, 1949 


ANSLEY HOTEL 
ATLANTA, GEORGIA 


Among the speakers will be: 
DR. GEORGE C. BURCH | 
DR. KONRAD E. BLOCH | 
DR. HENRY L. BOCKUS 
DR. GEORGE CRILE 
DR. LESTER R. DRAGSTEDT 
DR. ROSS GOLDEN 
DR. E. C. HAMBLEN 
DR. WALTER KEMPNER 
DR. OSWALD S. LOWSLEY 
DR. W. F. MENGERT 
DR. WILLIAM C. MENNINGER 
DR. RUFUS F. PAYNE 
DR. H. R. SMITHWICK 
DR. EVERETT D. SUGARBAKER 
DR. O. H. WANGENSTEEN 





The following hotels are reserving accommodations for this meeting: Hotel 
Atlantan, Henry Grady Hotel, Biltmore Hotel, Cox-Carlton Hotel, Imperial Hotel, 
Clermont Hotel, Piedmont Hotel, Robert Fulton Hotel. We suggest you name 
your first and second choice and write immediately and we will make reser- | 
vation for you—The Atlanta Graduate Medical Assembly, 768 Juniper St., N. E., | 
Atlanta, Georgia. 
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talks to the P.T.A. and various woman’s clubs. 

4. Cooperate in promoting ‘health education 
through the various committees of your local 
county medical society. 

5. If you, through research work, find fea- 
ture stories concerning public medicine, forward 
the material to the Florida Medical Association’s 
Academy of Public Medicine, Jacksonville, 
to be processed. 

6. Cooperate with your county medical so- 
ciety on exhibit displays at conventions in your 
home county. 

7. Aid in the recruitment of student nurses 
in cooperation with the nurse and hospital asso- 
ciations. 

8. Collect obsolete or discarded medical in- 
struments so that they may be reconditioned and 
put into service in other places. 

9. Cooperate with your county medical so- 
ciety in arranging special ‘‘days,” such as Doc- 
tor’s Day, Health Day and Hospital Day. 

10. Keep your Auxiliary chairman informed 
on activities of local programs. 

It is very difficulty to enumerate all phases 
of public relations work. Each community has 
its peculiar need and the addition of any worth 
while project would be greatly appreciated, pro- 
vided, of course, that it has had the approval 
of the local medical society. 

Mrs. James L. Anderson, Chairman 
Public Relations Committee 
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THE SELECTED WRITINGS OF BENJAMIN RUSH. Edited 
by Dagobert D. Runes. Pp. 433. New York: Philoso- 
phical Library, 1947. 

This collection of the writings of Benjamin Rush, con- 
sidered by many the great physician of his country and 
time, reflects the lifework of this great American in the 
social and scientific fields, which placed him clearly 
at the head of the early American fighters for a more 
wholesome, a more secure, a happier way of living. His 
uncompromising revolutionary spirit, his burning patrio- 
tism, his unflagging zeal in scientific and medical investi- 
gations and his tireless quest for social and_ political 
justice carry across the two centuries since his birth a 
needed message for today in these selections from his pen. 
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THE HEALTHY HUNZAS. By J. I. Rodale. Price, $2.75. 
Pp. 263. Emmaus, Pa.: Rodale Press, 1948. 

Return to the soil everything taken from it—that is 
the simple, age-old device by which the healthy, happy, 
buoyant Hunzas, tucked away in the mountain fastnesses 
of northern India, sustain themselves on their pocket-hand- 
kerchief plots of land, flourishing in hardihood and vigor, 
on into unusual longevity. So the author portrays them. 
He holds them up as just about the most truly civilized 
people on earth, an example to the world of soil con- 
servation that pays dividends in a life incredibly devoid 
of disease, degeneration and crime. 
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DRAINAGE 


{n discussing the management of 
chronic cholecystitis without 
stones, Albrecht states: 

“The object of the medical 

procedure is to assist in drain- 

ing an infected organ.”’* 

The specific hydrocholeretic 
action of Decholin (chemically 
pure dehydrocholic acid) accom- 
plishes this purpose. 

Decholin induces bile secretion 
which is thin and copious, flush- 
ing the passages from the liver to 
the sphincter of Oddi, and carry- 
ing away infectious and other 
accumulated material. 

How Suppuiep: Decholin in 334 
gr. tablets. Packages of 25, 100, 
500 and 1000. 


*Albrecht, F. K.: Modern Management in Clinical 
Medicine, Baltimore, The Williams and Wilkins 
Co., 1946, p. 170 
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HOW LAYMEN CUT MEDICAL costs. Pp. 35. Chicago: 
Public Health Institute, 1948. 

This little book tells the story of the Public Health 
Institute of Chicago, a “not-for-profit” venereal disease 
clinic which, under the able guidance of prominent civic- 
minded laymen, who serve without compensation, gave 
5,973,801 examinations and treatments to 359,496 indi- 
vidual patients or better than 10 per cent of that city’s 
entire population. During the twenty-seven years of its 
existence, Chicagoans made an average of 4,255 visits to 
the Institute weekly. 

This remarkably successful experiment has demon- 
strated admirably that private enterprise can provide 
self-supporting low-cost medicine and that this service 
need not necessarily become another function of govern- 
ment. For that reason, this account of the Institute’s 
accomplishments should be of particular interest at this 
time. To insure the perpetuity of the clinic and to fulfil 
a long-standing desire on the part of the trustees that it 
should ultimately be owned and managed by the medical 
profession, they presented its facilities to the Medical 
School of Northwestern University at the beginning of 
1947. 
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VENOUS THROMBOSIS AND PULMONARY EMBOLISM. By 
Howard Neuhof, M.D. Price, $4.50. Pp. 159. New 
York: Grune & Stratton, 1948. 

Part I of this monograph, entitled “Venous Throm- 
bosis and Peripheral Pulmonary Embolism,” comprises 
the result of a study of the role of pulmonary embolism 
as a cause of death among patients at Mount Sinai Hos- 
pital, New York, made with a view to working out a 
plan for its surgical management, which led to the de- 
velopment of an operative approach by way of the right 
ventricle. The strictly surgical viewpoint on the manage- 
ment of venous thrombosis, tempered by investigation 
oi anticoagulant therapy, more particularly in the form 
of heparin therapy, crystallized the viewpoint set forth 
by the author, who is clinical professor of surgery in 
Columbia University. 

Part II, entitled “Massive Pulmonary Embolism 
Based in Part on a Study of 88 Fatal Cases,” covers 
etiology, the mechanism of death in pulmonary embolism, 
illustrative cases, the problem of diagnosis and the treat- 
ment of massive pulmonary embolism, and _prophy- 
laxis of pulmonary embolism. 

The monograph stresses the importance of the study 
and treatment of venous thrombosis and pulmonary 
embolism by a hospital team selected for the purpose, 
since these two subjects remain among the most impor- 
tant in hospital practice. 
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